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Medihaler 


Means self-powered, uniform, 
measured-dose inhalation ther- 
apy ... made possible by specially 
designed metered-dose valve... 


=~ Medihaler 


Means true nebulization. Each 
measured dose provides 80 per 
cent of its particles in the opti- 
mal size range—0.5 to 4 microns 
radius—insuring effective pene- 
tration of the respiratory tract. 


Medihaler 


Means an unbreakable Oral 
Adapter—no movable parts— 
no glass to break—no rubber 
to deteriorate... 
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Medihaler 


Means notably safe and effec- 
tive therapy when indicated for 
children. Medication is in leak- 
proof plastic coated bottles... 


plastic case, convenient for pocket 
or purse... 


Medihaler 

| 


Medication and Adapter fit into neat 


Medihaler 


Means greater economy—no 
costly glass nebulizers to re- 
place, and one or two inhalations 
usually suffices for prompt relief. 


In Asthma 


For Rapid Relief of Acute or Continuing Bronchospasm 


Medihaler-Epi™ 


Riker brand of epinephrine 0.5% solu- 
tion in inert, nontoxic aerosol vehicle. 
Each ejection delivers 0.125 mg. epine- 
phrine. In 10 cc. vial with metered- 
dose valve, sufficient for 200 inhalations. 


Medihaler-Epi replaces injected epine- 
phrine in emergency situations in which 
respirations have not ceased. It provides 
rapid relief in acute food, drug, or pollen 
reactions (including urticaria, broncho- 
spasm, angioneurotic edema, edema of 
glottis, etc.). In most instances only 

one inhalation is necessary. 


Medihaler-Iso™ 


Riker brand of isoproterenol HCl 
0.25% solution in inert, nontoxic aero- 
sol vehicle. Each ejection delivers 0.06 
mg. isoproterenol. In 10 cc. vial with 
metered-dose valve, sufficient for 200 
inhalations. 

Note: First prescription for Medihaler medi- 


cations should include the desired medication 
and Medihaler Oral Adapter. 
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a true 
cough spectfic 
non-narcotic 


ROMILAR ‘Roche’ 


For suppressing cough, whatever the 
cause, Romilar is at least as effective as 
codeine. Yet it has no general sedative 
or respiratory-depressant activity, and 
it's remarkably free of side effects such 
as nausea, constipation, or tendency to 
habit formation. Available as a 
syrup, in tablets, or expectorant mixture 
(with ammonium chloride). 


Original Research in Medicine and Chemistry 


Romilar® hydrobromide — brond of dext thorphan hydrobromide 
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LEDERLE with nc cumulative effects, 
Mon-mercurial diuretic 


a LEDERLE LABORATORIES DIVISION (Also in ampuls of 500 mg. for parenteral i 
AMERICAN CYANAMID COMPANY use. ) 
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A single daily tablet of Diamox con- 
trols the edema frequently associated with — 
premenstrual tension. Tangible relief of — 
such symptoras as pelvic engorgement, 
tightness of skin and head-heaviness pro- 3 
duces marked improvement of physical 4 
and emotional well-being in these patients. 

DiaMox — a versatile, well-tolerated 
— is highly effective not only in the 
mobilization of edema fluid but in the — 

f prevention of fluid accumulation as well. 
ie A single oral dose is active for 6 to 12 : 
hours, offering convenient daytime diu- 
resis and nighttime rest. Excretion by the — 
kidney is usually complete within 12 hours 


For premenstrual tension, prescribe a 
simple regimen of Diamox: 1 tablet daily, 
beginning 5 to 10 days before menstrua- _ 
tion, or at the onset of symptoms, ; 

Supplied: Scored tablets of 250 mg. 
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Trasentine- 


integrated relief... TABLETS (yellow, coated), each containing 
visceral spasmolysis 
Summit, N. J. mucosal analgesia pons 
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patients with 


for patient 
intense itching rapidly relieved, 
inflammatory reaction promptly 
suppressed...no weight gain to 
guard against...no difficult die- 
tary rules 


buff-colored tablets of 1, 2.5 and 5 mg. 


= allergic or inflammatory dermatoses “== 


om | and their physicians deserve the benefits of 


METICORTELONE’ 


Schering 
METICORTELONE 


PREDNISOLONE 


(PREDNISOLONE) 


for physician 

far smaller dosage than with oral hydrocorti- 
sone...no undue worry about edema, sodium 
retention, potassium loss...patient coopera- 
tion assured...quickly permits adjunctive 
topical therapy 


METICORTELONE,® brand of prednisolone. 


ML-J-2176 
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over a auarter 


Samples on request 
DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. x 
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... part of every i//ness 


ANXIETY 


is part of 


GASTROINTESTINAL 


DISORDERS 


In every patient... 
a valuable adjunct 
to the customary therapy 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


1, Pa. 


*Trademark 


anti-anxiety factor with muscle-relaxing action 


MEPROBAMATE 
(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 
Licensed under U.S. Patent No. 2,724,720 
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Triple 


Physicians find that modern sulfas now lessen many therapeutic 
difficulties. Specific advantages of present triple sulfonamides 
include smaller dosage, lower incidence of sensitization, rarity 
of superinfections, reliable protection of the kidney, outstanding 


effectiveness against a great variety of organisms. 


A first choice is the Triple Sulfa formulation combining equal 
parts of sulfadiazine, sulfamerazine, and sulfamethazine—offering 
the unsurpassed therapeutic activity of the most frequently 
prescribed sulfonamides. (U.S.P. XV Trisulfapyrimidines.) 


American Cyanamid Company, Fine Chemicals Division, 30 
Rockefeller Plaza, New York 20, New York. 


TRIPLE SULFAS 


Meth-Dia-Mer Sulfonamides 


SULFADIAZINE SULFAMERAZINE SULFAMETHAZINE 


CYANAMID 
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There are many short periods of time 
which, if measured correctly, are considered valuable 
diagnostic durations — such as the P-R interval in ECG interpretation, 
and the minutes during which a patient consumes oxygen in 
a BMR test. If the readings related to these measurements are to be used 
with complete confidence, it is wise to consider another important 

measure of time —and that is the background of the 
instruments which 
produced them. 


TESTED 


diagnostic team 


Sanborn 


Metabulator 


No one understands 
better than a physician 
that it takes time to 
become suitably proficient 
in a chosen work. The unmatched 
background of knowledge and experience making possible 
such fine instruments as the Viso-Cardiette and Metabulator 

did not come about overnight, and is the result of almost 
40 years of successful medical instrument development. Such 
a background assures you that it is safer to select Sanborn. 


SANBORN COMPANY, WALTHAM 54, MASSACHUSETTS 
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aggravated by sweating, 
itehing, scratching ? 


POMFIELO, MEW JERSEY 


marked by weeping lesions? er 


direct control and quick relief 


* antipruritic effect often in a few minutes 
¢ inhibits sweating...dries oozing lesions 
* promotes more rapid healing 


valuable in contact and poison ivy dermatitis, weeping dermatoses, ry rox SE ee 
atopic eczema, dyshidrotic eczema, neurodermatitis and localized 
hyperhidrosis. 


Prantac® Methylsulfate Cream, economical 50 Gm. tube, each gram containing 
20 mg. of diphemanil methylsulfate. PLJ-88 


CREAM 
2% 
first. 
topical 
nticholinergic: 
| 
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Erythromycin in Treating Pneumonia 


A 27-year-old man, a chronic alcoholic, was admitted with a h 
tory of an alcoholic spree followed by a cough, greenish sputum 
and chills and fever. 

Physical examination showed a temperature of 104 F. and 
indicated pneumonia in the right lower lobe. This was confirmed 
by X-ray. The sputum revealed gram-positive diplococci ang 
blood culture subsequently grew Type VII pneumococci. 

The patient was treated with erythromycin, 300 mg. every six 
hours per os. His temperature dropped to normal by 48 hours and _ 
X-ray of the chest revealed considerable clearing by the fourth | 
hospital day. After 10 days hospitalization, the patient was fitf) 
for discharge.! 


‘irst Antibiotics Symposium, we reported the successful treatment with 
Mromycin of H. influenzae pneumonia and bacteremia. A second patient 
ith H. influenzae pneumonia and bacteremia had a clinical course almost 
identical to the one previously reported, with cure obtained by treatment with 
500 mg. of erythromycin per os every four hours for 14 days. 

Of these 132 patients with bacterial pneumonia, 127 (96%) had a good cliniest 


result. One patient with lobar pneumonia had a good initial response but had 


delayed resolution after treatment. 
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In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: “It is concluded that erythromycin is highly effective in the 
treatment of pneumonia due to gram-positive bacteria.’’ 

This, of course, is only one of many reports showing the effective- 
ness of ERYTHROCIN against coccic infections. You’ll get the same 
good results (nearly 100% in common, bacterial re- 
spiratory infections) when you prescribe ERYTHROCIN. 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Wb Senous Occurred” 


After a study of 171 patients treated with erythromycin, the investi- 
gator wrote: ‘‘No serious side effects occurred with prolonged therapy 
or with doses up to 8 Gm. per day in the severe infections.’”! 

Actually, ERYTHROCIN stands on a remarkable record of safety. 
After four years, there’s not a single report of a severe or fatal reac- 
tion attributable to erythromycin. In addition, you'll find allergic 
manifestations rarely occur. Filmtub ERYTHROCIN Abbott 
Stearate (100 and 250 mg.), in bottles of 25 and 100. 


very six 
ours and 
e fourth 
Was fit 


® Filmtab—Film-Sealed tablets, Abbott; pat. applied for. 


4 Lf a 1. Romansky, M.J., et al., Antibiotics Annual 1955-1956, p. 48, 
nent with _ | Gere ; 2. Waddington, W. S., Maple, F. C., and Kirby, W. M. M., 
wit A.M.A. Archives of Internal Medicine, 1954, p. 556. 
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ATHERO- 
GENIC 
INDEX 


VALUES IN “VARIOUS. AGE GROUPS 


heart disease: 


Q Normal females: 188 9 
Normal males: 284 ge? 
Males with coronary 9 61 


Here’s research in grand style at the terrific 
speed of 60,000 RPM, with centrifugal fields 
reacuing 300,000 g’s in the ultracentrifuge! 


The object: identification and quantitation 
of the giant molecules among the complex 
lipoproteins of the blood. 


Significance: elevation of certain blood 
lipids has been linked to the accelerated pro- 
gression of coronary disease; disturbed lipid 
metabolism is suspected as a cause of athero- 
sclerosis. Blood fractionation by ultracentri- 
fuge has led to the development of atherogenic 
index values shown above: clinical athero- 
genic trends coincide with the atherogenic 
index obtained by this method. 


Application: the ultracentrifuge is now be- 
ing used to investigate the influence of dietary 
supplementation with “RG” Lecithin upon 
atherogenic index values in patients. 


Adapted from Gofman, J. W., and others: Mod. Med, 21:119 (June 15) 1953. 


ate HOW A DIZZY SPIN SPILLS THE FACTS 
about coronary disease and atherosclerosis 


This is but one phase of the vast research on 
disease states which apparently are associated 
with lecithin insufficiencies. Lecithin, a con- 
stituent of all cells and organs, emulsifier, and 
lipid transport agent, is the focal point of 
attention. 

Glidden’s “RG” Lecithin is the only lecithin 
made specifically for medically indicated 
dietary purposes. It consists of 90% natural 
phosphatides in dry, free-flowing granules re- 
fined from soybeans. 


“RG” Lecithin is well tolerated and readily 
utilized by the body. There are no contrain- 
dications. It is usually given in amounts of one 
teaspoonful t.i.d. (7.5 Gm.). (In current clini- 
cal research, amounts up to 60 Gm. daily 
are used.) 


A preliminary report on lecithin in health 
and disease has been published and is avail- 


able to physicians on request. 


RG* LECITHIN cictery phosphatide supplement 


The Glidden Company - Chemurgy Div., 1825 N. Laramie Ave., Chicago 39, Ill. 
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Supplied: White, 5 mg. oral tab- 
lets, bottles of 20 and 100. Pink, 
1 mg. oral tablets, bottles of 100. 
Both are deep-scored. 


"Schwartz, E.: New York J. Med. 
56:570, 1956. 


n bronchial asthma 


Sterane 


brand of prednisolone 


whenever corticosteroids 
are indicated 


provides restoration of breathing capacity — Relief of symptoms 
[bronchospasm, cough, wheezing, dyspnea] is maintained for long 
periods with relatively small doses.* 


minimal effect on electrolyte balance — “‘in therapeutically effective 
doses... there is usually no sodium or fluid retention or potassium 
loss.”* Lack of edema and undesirable weight gain permits more 
effective therapy particularly for those with cardiac complications. 


PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 
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IN DIABETES... 


greater security 


against vascular complications 


Increased threat of vascular complications 

in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 
against lipotropic deficiency fades. 


TRADE MARK 


(Sherman Lipotropic Capsule) One capsule t.i.d. 


Gericaps contain the true lipo- 
tropics, choline and inositol, 
which are unaffected by de- 
amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 
dihydrogen citrate. 

This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 


prove capillary integrity, as 
well as 3000 units vitamin A, 
3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- 
cinamide, 0.75 mg. pyridoxine 
hydrochloride, and 3 mg. cal- 
cium pantothenate. 


SEND FOR comprehensive review: 
“Prevention of Vascular 
Complications of Diabetes” MAN L 
HER ABo S 
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action — 


A new antibacterial 


with double-spectrum action 


Plus a high degree of safety 


Gantrimycin 


Why is Gantrimycin so effective ? Because 
it provides Gantrisin plus oleandomycin 
(a new antibiotic) which mutually reinforce 
each other; and there is a high degree of safety 
plus a pronounced effect on most pathogens 


resistant to other antibiotics. 


The double-spectrum action of Gantrimycin 


is valuable against both gram-positive and 


gram-negative microorganisms. 


Dosage: Adults— 2 to 3 tablets, four times 


daily; should be increased to 4 or 5 tablets, 


four times daily, if necessary. Children over 


3O |Ibs—1 or 2 tablets, four times daily. 
Children under 3O Ibs—1 tablet, four times daily. 


Each blue Gantrimycin tablet contains 
333 mg Gantrisin and 75 mg oleandomycin. 


Gantrisin®; Gantrimycin’™ 


HOFFMANN-LA ROCHE INC ®* Nutley 10 * New Jersey 
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XYLOCAINE® HCI SOLUTION ASTRA 
The Name That Marks a New Era in Local Anesthesia 


Xylocaine provides peak values in : 
e Duration e¢ Clinical Effectiveness ¢ Clinical Tolerance « Speed 
e Stability Versatility Clinical Predictability Safety Depth 


Trade Name: XYLOCAINE Generic Name: lidocaine* 
Chemical Name: 2 -Diethylaminoaceto-2,6-xylidide 
CH, 
- Chemical Structure: 


Potency: Two to three times that of procaine. 
Duration of Action: Two to three times that of procaine. 
Anesthetic Index: 1.8. Surface Anesthetic Index: 8. 


Safety Factor: Two to three times that of procaine (because smaller 
concentrations and volumes are clinically as effective). 


Sensitivity: Allergic manifestations and sensitizing reactions 

have never been reported. 

Inhibition of Therapeutic Action of Sulfonamides or Antibiotics: None. 
Versatility: Effective in local infiltration anesthesia; in major conduction 
anesthesia; in temporary therapeutic blocks for relief of pain; 

in topical anesthesia. é 
Available on Request: Descriptive literature, bibliography, and trial supply. 
Supplied: Vials, 0.5%, 1% and 2% in 20 cc. and 50 cc. without and 
with epinephrine 1:100,000; 100-cc. vials, 1% without epinephrine. 
Ampoules, 2 cc. 2% without and with epinephrine 1: 100,000. 


@. PATENT NO. 2.441.498 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass. 
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DRY, SCALY SKIN 
DETERGENT RASH 
SUNBURN 

SIMPLE ECZEMA 
DIAPER RASH 
‘DISHPAN’ HANDS 
PRICKLY HEAT 


CHAFING Superficial skin com- 


plaints usually respond 
dramatically to 
TASHAN CREAM ‘Roche’ 


Antiprurient, soothing, and healing — 


contains vitamins A, D, E, and d-Panthenol, 
in a cosmetically pleasing water-soluble 
base which fastidious patients will enjoy 
using. Hoffmann-La Roche Inc., Nutley, N. J. 


TASHAN** 
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Men Constantly on Their Feet... 


physiologically prone to hemorrhoids 


PNS SUPPOSITORIES 


combine 
three outstanding, 
dependable therapeutic agents: 


Pontocaine® hydrochloride 
REDUCE SWELLING Neo-Synephrine® hydrochloride 

PROTECT AGAINST INFECTION Sulfamylon® hydrochloride 
Bismuth subgallate 
Balsam of Peru 
— in a cacao butter base — 


Supplied in boxes of 12. 


RELIEVE PAIN 


As an added measure to promote 
rectal comfort, add MUCILOSE® 
to the patient's diet. 
This lubricating, nonirritating 
bulk laxative will keep stool 
consistency soft and 

PNS, Pontocaine (brand of tetracaine), Neo-Synephrine facilitate evacuation. 


(brand of phenylephrine), Sulfamylon (brand of mafenide) 
and Mucilose, trademarks reg. U. S. Pat. Off. 


RY 1957 
19 
10 mg. 
mg. 
00 mg. 
50 mg. 
Fes vithnob 
4 LABORATORIES 
NEW YORK 18, N.Y. * WINDSOR, ONT. 
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in 
continuous 
service 


Hydrochloride 
Chlortetracycline HCl Lederle 


Today, after eight years of world-wide use, 
physicians in every field of medicine routinely employ 
AUREOMYCIN in their practices. 


Exhaustively tested, thoroughly proved, 
AUREOMYCIN remains unsurpassed in anti-infective range, 
variety of application, effectiveness at low dosage. 


A convenient dosage form for every patient. 


4. derle LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
u.8. PAT. OFF.’ 
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Overeating is a bad habit— 


you can help your patients 
to break it 


vih Dexedrine’ 


Available as tablets, elixir, and Spansulet 
sustained release capsules. 


*T.M. Reg. U.S. Pat. Off. 
for dextro-amphetamine sulfate, S.K.F. 


tT.M. Reg. U.S. Pat. Off. 
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SULFASUXIDINE®-NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


In diarrhea, the patient’s critical worry is frequency and 
urgency—and how long until medication provides control. 
Palatable CREMOMYCIN brings quick relief of bacillary 
and nonspecific diarrheas, without constipating rebound. 
The antibacterial action of neomycin and Sulfasuxidine is 
concentrated in the gut. Kaolin and pectin soothe the 
inflamed mucosa, adsorb toxins, help normalize intestinal 
motility. Even your nauseated patients will find 
CREMOMYCIN acceptable. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC PHILADELPHIA 1, PA 
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Prompt diarrhea control for active workers 


METRETON 


METICORTEN (PREDNISONE) PLUS CHLOR-TRIMETON WITH ASCORBIC ACID 


For prompt and effective relief, especially in many resistant allergic disorders, Merarnaiui 
affords the benefits of two established agents with unexcelled anti-inflammatory, antm 


allergic and antipruritic effectiveness. supported by essential vitamin C—for str 
support and for postulated effect on prolonging steroid action nog better corticosterdi 


e 


—original brand of prednisone...minimal electrolyte effects—MeEtICORTEN no better anti . 
histamine—unexcelled in potency and freedom from side effects—Cutor-Trimeni§, 
effective against hay fever, pollen asthma, perennial rhinitis, acute and chronic urti 
angioneurotic edema, drug reactions, inflammatory and allergic eye disorders, pruritt 
and contact dermatoses. 


Sermula; Each tablet of Merreron provides 2.5 mg. of Meticorren (prednisone), 2 mg. of Cuion-Tamets 
maleate (chlorprophenpyridamine maleate), and 75 mg. ascorbic acid. 


supplied: Metneton Tablets, bottles of 30 and 100. 
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ETRETON 


ICORTELONE (PREDNISOLONE) PLUS CHLOR-TRIMETON 


8, ickly clears nasal passages * avoids rebound engorgement and 


atory, att'¥mpathomimetic side effects + safe even for cardiacs, hyperten- 


—for stretiives, children, pregnant patients « 

sition: Contains 2 mg. (0.2%) Mericorte.one acetate (prednisolone ace- 
¢) and 3 mg. (0.3%) of Cutor-Trimeton gluconate (chlorprophenpyridamine 
uconate) in each cc. 

ging: 15 cc. plastic “squeeze” bottle, box of 1. 


brand of corticoid-antihistamine compound; Meticonten,* brand 


rticosteroi 
better ant 
R-T RIMEN 

ic urticany 


brand of prednisolone; brand of chlorprop 
Peparations. 


pruritit pyri 


MT-J-576 


LOR-T RINETON 


| 
METRETON 


| 


‘METRETON 


TABLETS 
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AGE ...In older people, chronic constipation and 
biliary dyspepsia are often the result of decreased 
food and water intake, physical inactivity, intes- 
tinal muscle atonicity, increased anorectal dis- 
orders, biliary stasis. 


OCCUPATION ... Among sedentary workers, 
chronic constipation and impaired digestion are 
often the result of lack of exercise and improper 
eating habits which retard normal peristaltic ac- 
tion in the gastrointestinal tract. 


Tablets of Caroid and Bile Salts with Phenolphthalein are specifically formulated 
to provide a 3-way, comprehensive approach to the problem of impaired diges- 
tion and elimination. 


1. CHOLERETIC : Bile salts stimulate biliary flow for 
: improved fat emulsification while 
2. DIGESTANT : Caroid steps up protein digestion up 
: to 15%. Gentle stimulant laxatives 
3. LAXATIVE : induce formed, easily passed stools. 


For patients who cannot or will not be managed by diet and exercise, Caroid and 
Bile Salts helps establish normal physiological patterns. 


samples available on request 


AMERICAN FERMENT COMPANY, INC., 1450 BROADWAY, NEW YORK 18, N. Y. 
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OO lore OO 


TO FIGHT THE 


INROADS OF AGE 


Current opinion stresses the importance of early recognition of 
the undesirable effects of aging, and adequate metabolic support 
of the body’s fight against them.' NEOBON, by providing 4 factors 
PLUS 1, corrects all 5 of the recognized treatable causes of aging. 


Gonadal Hormone Decline—NEOBON’S daily dose of 3 mg. Methyl- 
testosterone and 0.018 mg. Ethiny] Estradiol offsets it. 


Hematinic Deficiencies—NEOBON combats nutritional anemia and 
iron deficiency with essential hematinic factors. 


Digestive Enzyme Deficiency—NEOBON supplies pepsin and pan- 
creatin to insure proper absorption and utilization of foods— 
despite digestive “‘let-down”’ of aging. 


Nutritional Inadequacy—NEOBON’S complete combination of essen- 
tial minerals and vitamins replaces deficiencies inherent in the 
restricted diets of the aging. 


PLUS —NEOBON’s new lysine, the amino acid that lifts low value vegetable 
proteins to the high grade quality found in meat and eggs. 


NEOBON in bottles of 60 soft, soluble capsules; prescription only. 
1. Klemme, H. L.: Clin. Med., October, 1956. 


NEW NEOBON’ LIQUID, a geriatric tonic 


providing gonadal and thyroid supplementation, tm- 
proved carbohydrate and protein utilization, hematinic 
action, and mild antidepressant effect. 


ss In 16 02. bottles; prescription only. 


“=I 


PEACE of mind ATARAX® Chicago 11, Illinois 
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What you want 


(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) 


Bettip than, codeing 


Sp w, e d acts faster than codeine plus APC— 


usually within 15 minutes? 


codeine plus APC—usually for 6 hours 


with virtual freedom from constipation”? 


Average adult dosage, 1 tablet q.6 h. Supplied 
as scored, yellow oral tablets. May be habit- 
forming. Literature? Write — 


ENDO LABORATORIES INC. Richmond Hill 18, New York 


1. Blank, P., and Boas, H.: Ann. West. Med. & Surg.6:376,1952. 
2. Piper, C. E., and Nicklas, F. W.: Indust. Med. 23:510, 1954. 


*U.S. Pat. 2,628,185 
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DIZZINESS IN THE ELDERLY PATIENT WITH ARTERIOSCLEROSIS 


ee 


a [here is a somewhat larger group in which definite localization [of the 


cause of vertigo] may not be possible. . . . Cardiovascular disease may also 
cause this type of dizziness. . . . The treatment consists of bed rest, sedation 


and the use of Dramamine... .” 


Lindsay, J. R.: The Practical Management of Dizziness, California Med. 83:193 (Sept.) 1955. 


for dramatic results 


Dramamine’ 


Brand of Dimenhydrinate 


SEARLE 
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Trichotine—more than a decade ago—pioneered in newer, 
more effective vulvovaginal therapy by combining the multiple 
advantages of sodium lauryl sulphate with the recognized 
values of such specific or adjunctive agents as sodium 
perborate, sodium borate, thymol, eucalyptol, menthol 

and methyl salicylate. 


Extensive clinical experience has proved its efficacy in 


trichomonas vaginalis vaginitis, subacute and chronic cervicitis, 
vulvovaginal moniliasis, non-specific leukorrhea, and 
pruritus vulvae. 


Trichotine douches may be prescribed as often as indicated— 
excellent also for postmenstrual or postcoital hygiene. 
Concentrated solutions are useful for clean-up or swab 

treatments in office. Hot packs are often quickly effective 

in pruritus vulvae. 

A DETERGENT ABACTERICIDE AND FUNGICIDE - AN ANTIPRURITIC 


AN AID TO EPITHELIZATION - AN AESTHETIC AND PSYCHOSOMATIC ADJUNCT 


Sample and literature on request Available in jars of 5, 12 and 20 oz. 


the fesler co., ImcC., 375 Fairfield Ave., Stamford, Conn. 
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A Better Antihypertensive 


... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary ... 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


A Better Tranguilizer, too 


. .. because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms. . . without impairing in- 
tellectual or psychomotor efficiency. 


Dosage: Simply two 2 mg. tablets at bedtime. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 


‘more potent agents it proves syner- 


gistic or potentiating, making smaller 
dosage effective and freer from side 


actions. 


Rauwiloid + Veriloid® 

In moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tabletcon- 
tains 1 mg. Rauwiloid and 3 mg.Veri- 
loid. Initial dose, 1 tablet t.i.d., p.c. 


® 
Rauwiloid + 

Hexamethonium 
In severe, otherwise intractable hy- 


_ pertension this single-tablet com- 


bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 


tablet q.i.d. 


Riker 10s 


shit 
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In answer to questions about douching you can 
recommend Meta Cine with complete confidence 


BECAUSE META CINE: 


1. is a safe, soothing douche (pH 3.5) containing 
methyl salicylate, eucalyptol, menthol, chlorothy- 
mol and PAPAIN to liquefy mucus. CITRIC ACID 
to help restore the proper acid pH, discourage 
pathogenic organism, promote normal vaginal 
flora. LACTOSE to feed the physiologic Doderlein 
bacilli. 
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“What douche 


should I use, 
Doctor?” 


2. is pleasant and refreshing to the patient . ; 
and deodorizing. 
3. has a surface tension of 56 dynes/cm as comm 
pared to 72 dynes/cm for the usual vinegar doucham™ 


4. is economical ... only two teaspoonfuls to twa 
quarts of water . . . supplied in eight-ounce com 
tainers. 


5. is useful as a routine, cleansing douche, as # 
adjuvant when treating leukorrheal infections, and 
following cervical cauterizations and conizationé 


UPON YOUR REQUEST a free supply of instruction sheets will be sent for 
your convenience in advising patients on the correct douching technique. 


BRAYTEN PHARMACEUTICAL COMPANY, 3810 st. Avenue, Chattanooga 9, Tenness 
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~ tin 194 mg. (3 gr.), phe- 
ant. __ noberbital 16.2 mg. 


iche, as synergistically more efficient than 


ctions, all any simple 
onizations 
_ Clinically more effective 
than an APC i 


~free from side effects 
Tennesse Robins A. Co., Richmond 20, Virginia 


Ethical Pharmoceuticuls of Merit since 1878 


. 
| 
| 
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PHENAPHEN® 
WITH 
CODEINE 
A 


| control of adverse reactions 
addicting synthetic na — - 
| A. Rebins Co., Inc., Richmond 20, 
cal Pharmaceuticals of Merit sinte 1878 


THREE STRENGTHS 


PHENAPHEN with CODEINE PHOSPHATE 


PHENAPHEN with CODEINE PHOSPHATE 12 


PHENAPHEN with CODEINE PHOSPHATE 1. GRG 


ladirporaiing also acetylsalicylic acid 162 mg. 
gr.), phenacetin 194 mg. (3 gr.), phenobarbital 
16.2 mg. (Ma gr.) and hyascyemine sulfate 0.031 mg. 


codewe 
of adverss reactions. 


ANALGESIA’ 
A. H. Robins Co., Inc., Richmond 


WHREE STRENGTHS 

PHENAPHEN with CODEINE PHOSPHATE 14 

PHENAPHEN with CODEINE PHOSPHATE 14 


PHENAPHEN with CODEINE PHOSPHATE 1 GR 


EACH incorporating also acetylsalicylic acid 162 mg. 
(2% gr.), phenacetin 194 mg. (3 gr.), phenobarbital 
16.2 mg. (Me gr and hyoscyamine sulfate 0.031 mg. 


diarrhea 
control 


— | for all ages...in all seasons 


Donnagel 


(Donnatal with Kaolin 
and Pectin Compound) 


comprehensive correction of infectious, 
neuromuscular or emotional factors: 


| reduces hyperperistalsis 
adsorbs toxins 

soothes mucosa 
neutralizes hyperacidity 


In each 30 cc: 


Kaolin (90 gr.) 
Pectin 130 mg. 
Dihydroxy Aluminum 

Aminoacetate (7% or.) 0.5 Gm. 
Hyoscyamine Sulfate . 0.1037 mg. 
Atropine Sulfate ... 0.0194 mg. 
Hyoscine Hydrobromide 0.0065 mg. 
Phenobarbital (%4 gr.) 


Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


Robins A. H. ROBINS CO., INC., 


Ain 
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UND 
TENSION 


Raudonna 


Providing reserpine for tranquilization 
and a sense of well being, plus the preferred 
spasmolytic agent, natural belladonna alkaloids 
in balanced proportions. 


Each light blue, scored tablet contains: 

Reserpine 0.1 mg. 
Hyoscyamine Sulfate ...... . 0.1286 mg. 
Atropine Sulfate ........ . 0.0250 mg. 
Hyoscine Hydrobromide ... . . 0.0074 mg. 


The belladonna alkaloids present (equivalent 
to 7 minims of tincture) can be expected to 
offset any reserpine induced increase in 
gastric motility and secretion. 


Suggested Initial Available in bottles 
Dose: 1 tablet t.id. of 100 tablets. 


Literature and samples available on request. 
VANPELT & BROWN, INC., Richmond, Va. 
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Liquid 
Pediatric Drops 


aqueous suspension 

stabilized, soluble, no oil to block absorption, no 
oily taste or repeat, remarkably free of side effects 
ready-to-use, no refrigeration 


freely miscible in water, milk, formula, or drop 

directly on tongue 

handy, plastic dropper bottle 

accurate dosage is easy, one drop per pound body 

weight per day 

Supplied: 10 cc. plastic dropper-type bottle (cherry- 
se 100 mg./cc. (approx. 5 mg. per 

rop 
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ACHROMYCIN* Tetracycline ranks among the 
foremost in its field today . . . judged on its 
exceptional effectiveness against a wide range 
of pathogens, prompt control of infections com- 
monly seen in medical practice, low incidence 
of side reactions. These outstanding features 
have been repeatedly confirmed by physicians 
everywhere during more than three years of 
clinical usage. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK @iagD 


*Reg. U. S. Pat. Off. 


ACHROMYCIN... ACKNOWLEDGED FOR COMPETENC. 
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relaxes 
both mind 


and 
for the average 
patient i 
l 5 k | 


@ well suited for prolonged therapy 
@ well tolerated, nonaddictive, essentially nontoxic 


@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome 
or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 
@ does not produce significant depression 
@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Tranquilizer with muscle-relazant action 


DISCOVERED AND INTRODUCED 
BY Wj WALLACE LABORATORIES, New Brunswick, N.J. 


2-methyl-2-n-propyl-1 ,3-propanediol dicarbamate —U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 
Literature and Samples Available on Request 


CM-3706-R2 
THE MILTOWN MOLECULE 
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the hero 
of the hill 
gets his reward 
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270 The pain Dad feels now is the beginning of tenosyno- AN 
vitis. With adequate early treatment he’ll be able to 
stay on his job. Delaying therapy might result in the *~ 
development of effusion and, later, calcification of 
ligaments or even periarthritis with severe pain and 
serious restriction of movement. 


Immediate antirheumatic therapy is to be encouraged 
in the treatment of tenosynovitis, as it should be in 
the majority of other common rheumatic disorders, 
to alleviate pain and prevent progression of the dis- 
turbance to a point of irreversible damage. 


SIGMAGEN provides doubly protective corticoid-sali- 
cylate therapy—a combination of METICORTEN® (pred- 
nisone) and acetylsalicylic acid giving additive anti- 
rheumatic benefit as well as rapid analgesic effect. 
These benefits are supported by aluminum hydroxide 
to counteract excess gastric acidity and by ascorbic 
acid, the vitamin closely linked to adrenocortical func- 


tion, to help meet the increased need for this vitamin 
during stress situations. 


protective corticoid-salicylate therapy 


SIGMAGEN 


corticoid-analgesic compound Tablets 


for patients 
who go beyond 
their physical 
capacity 
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Parents will notice a change... 


It doesn’t take long for the below-par child with an eating problem to 
respond to “Troph-Iron’. This potent combination of Vitamins Bj», B,, and 
iron is designed to stimulate appetite, promote growth and correct nutri- 
tional iron deficiency. 

“‘Troph-Iron’ is available in both liquid and tablet forms. Each delicious 5 cc. 
teaspoonful of the liquid and each tablet supplies 25 meg. Vitamin By, 
10 mg. Vitamin B,, and 250 mg. ferric pyrophosphate. 


Troph-lIron* 


Smith, Kline & French Laboratories, Philadelphia 


B..—iron—B, 


*T.M. Reg. U.S. Pat. Off. 
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_IN THE COMMON COLD... 


important prescription; 


for symptomatic 


for prevention of 


bacterial complications 


a 
\ 


antibacterial 
analgesic 
antipyretic 
antihistaminic 
sedative 


39 
Each capsule contains: 
Penicillin V (100,000 units) 62.5 mg. 
Salicylamide 194mg. 
Promethazine Hydrochloride 6.25 mg. 
Phenecetia 130 
Mephentermine Sulfate 3 mg. 


Supplied: Capsules, bottles of 36. 


PEN 


Pen icillin V with Salicylamide, Promethazine Hydrochloride, Phenacetin, and Mephentermine Sulfate 


Philadelphia 1, Pa. 
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presents a View concentrate 


HALIMIDE 


BARD-PARKER 
| 


«+A COMPLIMENT TO 
ANY INSTRUMENT 


sy weet 
Ingredient. Dodec 
Semone chiorabe 


» 


BARD-PARKER presents HALIMIDE, a new concentrate 
of low surface tension and excellent penetrating qualities, scien- 
tifically perfected for inexpensive instrument disinfection. 


HALIMIDE is... 
RAPIDLY BACTERICIDAL 
NON-SELECTIVE 
TUBERCULOCIDAL WHEN DILUTED WITH ALCOHOL 


NON-CORROSIVE—NO ANTI-RUST TABLETS TO ADD 
STABLE—NEED NOT BE CHANGED FREQUENTLY 
INEXPENSIVE—1 oz. makes 1 gal. of solution 


LUST PRICE—4 oz. bottle... $2.50 PARKER, WHITE & HEYL, INC. 
Please see your Dealer for quantity discounts Danbury, Connecticut 


HALIMIDE and your INSTRUMENTS,,.THEY COMPLIMENT EACH OTHER 


| 
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ATROMYCIN 


AND OF OLEANDOMYCIN 


new antibiotic to protect patients against infection or superinfection due to resistant staphylococci, particularly 
hospitals where resistance is a problem and the causative agent can be determined 


{140 strains of Staphylococcus aureus isolated from patients [in children’s wards], 22 were found to be... markedly 
istant .. . to erythromycin and in each instance the organism was either quite sensitive or moderately sensitive to 
Matromycin].”” 


ulstandingly effective and well tolerated in oral dosages 


naseries of children with bacterial pneumonia, Matromycin achieved a “quite favorable” therapeutic effect; in the same 
pital, “thirteen children with possible Staphylococcus enteritis responded readily to [Matromycin].” In all the cases, 
aromycin produced “‘no demonstrable toxic effects.”! 


psules, 250 mg.; bottles of 16. 1. Ross, S.: Antibiotics Annual 1955-1956, New York, Medical Encyclopedia, Inc., 1956, p. 600. 


Prizer Lasoratories, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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THE ORIGINAL FECAL SOFTENER 


IN CONSTIPATION 


Surface 
Tension 

Units 
wo 99.0 
= 
3 | 50.0 
45.0 
— . Clinical and physicochemical research have 
=| 35.0 established the optimal dosage for complete fecal 3 
5 softening. At a dosage of 240 mg. of dioctyl ‘ 
2 30.0 sodium sulfosuccinate once daily, surface tension ei 
‘xo | 25.0 lowering and homogenization reaches the 
4 ; maximum effective level (average daily excretion 
= | 20.0 150-200 Gm.1). The chart indicates the need for 4 
=] 150 : a daily dosage of 240 mg. and substantiates the 

fact that no increase in fecal softening can be Hi 
10.0 obtained from additional quantities. ‘ 
0.1 0.2 0.3 0.4 
Doxinate Concentration % 


‘ 
1. Best & Taylor, The Physiological Basis of Medical Practice, 6th Ed. 


| The answer... 


ONE CAPSULE DAILY 


provides 


MAXIMUM EFFECTIVENESS 
| with 


CONVENIENCE 
and ECONOMY 


In The Interest of Medicine Since 1870 


| BROTHERS INC., CINCINNATI, OHIO 


at 
= 
Lloyd 
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PENETRATES 


RECESSES OF VAGINA 
AND EXPLODES 
TRICHOMONADS 
OFTEN MISSED 


00 OFTEN AN ORDINARY trichomonacide fails to 

cure vaginal trichomoniasis because it has little 
or no effect on parasites that are not on the surface.! 
Trichomonads burrowed deeply into the roughened 
mucosa survive and set up new foci of infection. In 
fact, even a few hidden trichomonads remaining 
after treatment can cause acute exacerbations. With 
Vacisec® liquid and jelly you can overcome this 
most troublesome problem. 
Penetrates thoroughly — This new and unique trich- 
omonacide spreads out and wets the entire vaginal 
surface. It rapidly dissolves mucinous materials, fats 
and blood clots.1 It penetrates the cellular debris that 
lines the vaginal walls and shields the parasites, 
reaching trichomonads deep in their hiding places. 


Explodes trichomonads — Vacisec liquid actually ex- 
plodes trichomonads within 15 seconds after douche 
contact.2 Two surface-acting agents and one chelat- 
ing agent combine to weaken the cell membrane, 
to remove the waxes and lipids, and to denature the 
protein. With its cell wall destroyed, the parasite im- 
bibes-water, swells and explodes. All this occurs within 
15 seconds. Only scattered fragments remain. 
Proves highly effective — With the Davis techniquet 
you can now rid patients of “trich,” even cases that 
have resisted other treatment. Vacisec liquid was 
developed as “Carlendacide,” by Dr. Carl Henry 
Davis, M.D., noted gynecologist and author, and 
C. G. Grand, research physiologist. Clinical trials 
by more than 150 physicians show better than 90 per 
cent success.3 

Use liquid and jelly—In the Davis technique, Vacisec 
liquid is used in office therapy. At the same time, 
liquid and jelly are prescribed for home use. They are 
well tolerated, leave no messy discharge or stain. 


Office treatment — Expose vagina with speculum and 
wipe walls dry with cotton balls. Then wash thor- 
oughly with a 1:100 dilution of Vacisec liquid. Re- 
move excess fluid with cotton balls. Dr. Davis 
recommends six treatments. 

Home treatment—Patient douches with Vacisec liquid 
every night or morning and then inserts Vacisec jelly. 
Home treatment is continued through two menstrual 
periods, but omitted on office treatment days. Douch- 
ing contraindicated in pregnancy. 


Pbotomicrograpb of section of 
epitbelium of normal vaginal 
mucosa, enlarged 750 times, sbows 
uneven surface where tricbomonads 
bide. Vacisec penetrates surface 
and explodes organisms in 
bard-to-reacb areas. 


One course of treatment —“If the treatment has been 
accomplished as directed,” the patient “will have no 
flagellates provided the infection was limited to the 
vaginal canal... A few women have infected cervical, 
vestibular or urethral glands and require other types 
of treatment.”* Continued douching with Vacisec 
liquid two or three times each week for eight to 
twelve weeks helps prevent re-infection. 

Prevents coital re-infection — Infected husbands are 
““. . a potential source of re-infection in wives suc- 
cessfully treated.”5 Prescribe for your patients the 
protection afforded by Schmid high quality prophylac- 
tics. Specify the superior RAMSES® rubber prophy- 
lactic, transparent, tissue-thin, yet strong. If there is 
anxiety that rubber might dull sensation, prescribe 
XXXX (rourex)® prophylactic skins, of natural 
animal membrane, pre-moistened. 

Active ingredients in Vacisec liquid: Polyoxyethylene nonyl 
phenol, Sodium ethylene diamine tetra-acetate, Sodium dioctyl 
sulfosuccinate. In addition, Vacisec jelly contains Boric acid, 
Alcohol 5% by weight. 


References: 1. Davis, C. H., and Grand, C. G.: Am. J. 
Obst. & Gynec. 68:559 (Aug.) 1954. 2. Davis, C. H.: J.A.M.A. 
157:126 (Jan. 8) 1955. 3. Davis, C. H.: West. J. Surg. 63:53 
(Feb.) 1955. 4. Davis, C. H. (Ed.): Gynecology and Obstetrics 
(revision), Hagerstown, W. F. Prior, 1955, vol. 3, chap. 7, pp. 
23-33. 5. Lanceley, F., and McEntegart, M. C.: Lancet 1:668 
(Apr. 4) 1953. 


JULIUS SCHMID, iwc. 
gynecological division 
423 West 55th Street, New York 19, N. Y. 


VaGisec, RAMSES and XXXX (FOUREX) are 
registered trade-marks of Julius Schmid, Inc. 
tPat. App. for 
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‘Well, I always prescribe Rorer’s Maalozx. It’s an 


excellent antacid, and patients will take it indefinitely.”’ 


Maavox® suspension, bottles of 12 fluidounces (sample on request); tablets, bottles of 100. 
Anefficient antacid suspension of magnesium-aluminum hydroxide gel; tablets, 0.4Gm. 


WiuuraM H. Rorer, INc. 4865 Stenton Ave., Philadelphia 44, Pennsylvania 
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standardized 


the urine-sugar test with the color scale that never varies 


BRAND 


full color calibration—standard blue-to-orange 
color scale does not omit the critical readings: 
4% (++); 1% (+++). 


* easy-to-read colors—sharp distinctions give reliable 
readings, dependable reports. 


* uniformly reliable—results you can trust, reports 
you can rely on. 


AMES COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 22487 
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In deference to 
her daintiness... 


e Massengill Powder is buffered to 
maintain* an acid condition in the 
vaginal mucosa. It is more effective than 
vinegar and simple acid douches. 


e Massengill Powder has a low surface 
tension which enables it to penetrate into 
and cleanse the folds of the vaginal 
mucosa. 


e Massengill Powder has a “‘clean”’ anti- 
septic fragrance. It enjoys unusual patient 
acceptance. 

e Massengill Powder solutions are easy 
to prepare. They are nonstaining, mildly 
astringent. 


when recommending a vaginal douche 


indications: 


\Massengill Powder solutions are a valu- 
le adjunct in the management of 
trichomonas, staphylococcus, 
‘and streptococcus infections of the vagi- 
_~ nal tract. Routine douching with 
' Massengill Powder solution minimizes 
subjective discomfort and maintains a 
state of cleanliness and normal acidity 
without interfering with specific treat- 


ment. 
ow *in a’ recent clinical report, ambulatory patients Massengill Powder; recumbent patients maintained 
—with an choline vaginal mucosa resulting from @ satisfactory acid condition up to 24 hours. 
pathog tained an acid vaginal mucosa *Arnot, P.H.: West. J. Surg., Obs., and Gyn. 62:85 


of pH 3.5 for 4 to 6 hours after douching with 
Generous samples on request. 


The S. E. MASSENGILL Company 


Bristol, Tennessee New York Kansas City San Francisco 
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Angina Pectoris 


when every 
moment counts 


Seconds 


® More rapid relief than from sublingual nitroglycerin be- 
cause pulmonary portal of entry affords most direct route... 
only the single-cell barrier of alveolar lining to cross. 


® Each measured dose of Medihaler-Nitro delivers 0.25 mg. 
of octyl nitrite, equivalent in vasodilating action to 1/100 
gr. nitroglycerin. 

® In contrast to amyl nitrite, Medihaler-Nitro has no irritat- 


ing odor. . . is virtually free from side actions . . . and vasodi- 
lating effect lasts longer. 


® Medication and Adapter fit into neat plastic case, conven- 
ient for pocket or purse. 


® Economical ...each 10 cc. bottle delivers 200 metered 
doses . . . no deterioration with age. 


er pter. 


Reduces incidence and severity of anginal: attacks. Each 
long-acting tablet contains pentaerythritol tetranitrate 
(PETN) 10 mg. and Rauwiloid® (alseroxylon) 1 mg. 
Patients on Pentoxylon suffer fewer anginal 


attacks. Riker 
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Medihaler...the Unique Measured-Dose Inhalation Principle 
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Safe for children and adults 
No burning or irritation 

No bad taste or after reactions 
No risk of sensitization 


For convenience, also available in 4 ounce plastic spray bottle. 


RHINOPTO COMPANY, DALLAS, TEXAS 
Ethical Specialties for the Profession 9 isotonic safne menstruum 
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Clistin Expectorant is the only cough product containing 
Clistin—that well-accepted, potent antihistamine. 
Relieves coughs of the common cold and coughs of allergic or 


non-allergic upper respiratory conditions. 


Clistin Expectorant—samples on request 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


that waken the whole household... 


CLISTIN EXPECTORANT 


“‘anti-cough”’... 
antihistaminic... 


completely safe 
for pediatric use... 


non-narcotic... 


does not upset 
the stomach... 


tastes wonderful 


to curb these | 
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Against Pathogen & Pain 
in urinary tract infections 


Azo Gantrisin combines the single, soluble 
sulfonamide, Gantrisin, with a time-tested 
urinary analgesic - in a single tablet. 


Prompt relief of pain and other discomfort is 
provided together with the wide-spectrum 
antibacterial effectiveness of Gantrisin which 
achieves both high urinary and plasma levels so 
important in both ascending and descending 
urinary tract infections. 

Each Azo Gantrisin tablet contains 0.5 Gm Gantrisin 'Roche' plus 50 m 


phenylazo-diamino-pyridine HCl. Gantrisin® - brand of sulfisoxazole 


Original Research in Medicine and Chemistry 
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STOPS 


the silent agony 


of PRURITUS AN! 


in 98% of cases* 


Breaking the itch-scratch-itch cycle is essential 
to control of pruritus ani. Topically applied 
Hydrolamins Amino Acid Ointment relieves itch 
with anesthetic speed—but without danger 

of tissue reaction. 


In a series of 100 unselected sufferers from 
pruritus ani, the author* reported “Relief... 
experienced immediately in 98 cases.” 
Moreover, in 88% of cases, ‘‘Within a few 
weeks’ time there is every appearance 
of normal skin.” 


HYDROLAMINS* 


AMINO ACID OINTMENT 


Hydrolamins offers an isotonic, specially 

selected combination of amino acids derived from 
lactalbumin in a vehicle of polyethylene 

glycol 1500. Hydrolamins buffers against local 
(bowel) irritants. It does not contain local 
anesthetics (‘‘caines’’) or astringents. 


SUPPLIED in 1 oz. (28 Gm.) tubes. 


| ee COMPANY CHICAGO 14, ILLINOIS 


*Bodkin, L.G., and Ferguson, E.A., Jr.: Successful Ointment Therapy 
for Pruritus Ani, Am. J. Digest. Dis. 18:59 (Feb.) 1951. 
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REDUCE OR ELIMINATE 
THE NEED FOR INSULIN 


by supplementing the diet with 


“In all 25 cases there was 
significant symptomatic 
improvement within a week or 
two of starting the Entozyme 
and the high protein diet .. .” 


Of 14 patients who were taking 
insulin “. . . 4 patients were 
able to discontinue insulin 
completely, while the other 10 
all experienced a decrease in 
their insulin requirements.” 


COMPREHENSIVE DIGESTIVE ENZYME REPLACEMENT 


A highly significant clinical report (abstracted 
on the facing page) reveals that, with Entozyme 
added to a special high protein diet in diabetes 
mellitus, insulin could be discontinued entirely 
in 29%, cut by four-fifths to one-half in 50%, 
and by one-half to one-third in 21% of cases 
receiving insulin. Marked symptomatic im- 
provement occurred in all cases. 

Entozyme was employed to insure proper poem 
tion, to restore the nitrogen balance, and to make 
available the full lipotropic activity of protein. 


Entozyme is a natural replacement of digestive 
secretions. Each tablet is formulated so that 
pepsin is released in the stomach, and pancre- 
atin and bile salts in the upper intestine. In 
addition to its value in diabetes mellitus, it has 
proved most useful in the management of 
chronic nutritional disturbances, dyspepsia, 
psoriasis and various degenerative diseases as- 
sociated with aberrations in protein metabolism. 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


Each Entozyme Tablet contains: 

250 mg. 
—in gastric-soluble coating 

Pancreatin, U.S.P. 300 mg. 

Bile salts mg. 
—in enteric-coated inner « ore 


Dosage: 2 to 4 tablets t.i.d. at meals 
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Clinically it was noted that some diabet- 
ies—particularly those who seemed to need 
protein the most —failed to derive the an- 
ticipated benefits from a high protein diet. 
It appeared likely that the lack of im- 
provement could be ascribed to a partial 
failure of their digestive function. For 
this reason, it was decided to add pancre- 
atic digestive enzyme tablets to the high 
protein diet to make sure that all food 
taken was properly digested. 

The 25 patients used in the study were 
drawn from the author’s own private 
practice and from the diabetic clinic of the 
Dade County Hospital at Kendall, Fla. 
While 11 were controlled by diet alone, 14 
were taking insulin. 

Diets used were based on the standard 
ADA diets fortified by the addition of ap- 
proximately 20 Gm. of protein (15 Gm. of 
gelatin and 10 Gm. of brewer’s yeast) 
divided into 5 or 6 feedings. Two Ento- 
zyme® tablets were prescribed 3 times a 
day with meals, and one Allbee® capsule 
daily to supply fully adequate B-complex 
vitamins. 

Results—All 25 cases showed significant 
symptomatic improvement within a week 
or two of starting the Entozyme and high 
protein diet. In 16 of the 25, there was a 
significant decrease in the serum choles- 
terol; and in the 14 patients taking insu- 
lin, there was a decrease in the insulin 
requirement. 


In most cases, the postprandial blood 
sugar began to rise within a week or two 
after starting therapy—a result that had 
been anticipated because of improved 
digestion. The insulin dose was not in- 
creased, however, as there was no accom- 


*Lowenstein, B. E.: The Value of Entozyme® in the 
Clinical Management of Diabetes Mellitus: Pre- 
liminary Report. American Pract., September, 1956. 


THE VALUE OF ENTOZYME® IN THE 
CLINICAL MANAGEMENT OF DIABETES MELLITUS 


PRELIMINARY REPORT* 


panying acidosis or acetonuria. Even- 
tually, the postprandial blood sugar 
declined toward normal in all cases. 

When the blood sugar had fallen to the 
pre-experimental level, the insulin dose 
was decreased by 2 units or more. Subse- 
quently, the postprandial blood sugar 
again rose briefly, but once again dropped 
toward normal. When it reached the pre- 
experimental level, the insulin dose was 
once more decreased. In this fashion, 4 
patients were able to discontinue insulin 
completely, while the other 10 all experi- 
enced a material decrease in requirements. 

Discussion — The “well-regulated” dia- 
betic may still fall prey to the degenerative 
complications of the disease, since it is not 
enough merely to guard against ketosis or 
hypoglycemic reactions. In order to pre- 
serve protein balance, it is necessary also 
to guard against a drop in blood sugar so 
low as to stimulate hepatic glyconeogene- 
sis, lest the alimentary canal be unable to 
absorb enough nitrogen to maintain pro- 
tein balance. Therapy calls for a high pro- 
tein diet amply fortified by vitamins and 
(at least in the beginning) by the diges- 
tive enzymes of the pancreas, in order to 
stimulate protein recovery and to enable 
the lipotropic action of the protein to be- 
come fully manifest. 

Conclusions and Summary —A group of 
25 diabetics treated with a special high 
protein diet, oral pancreatic enzymes (En- 
tozyme), and careful regulation of their 
insulin dosage so that neither excessive 
hyperglycemia nor hypoglycemia occurred 
showed significant symptomatic improve- 
ment. In most cases there was not only a 
decline in the serum cholesterol levels, but 
also a reduction in insulin requirements. 

It is suggested that this improvement is 
due to redressing the nitrogen balance and 
making available the lipotropic activity of 
protein, as well as other intrinsic factors 
essential to normal tissue metabolism. 


4 


4 
Do ¥ 
Rob 
2 
d 
N 4 
le Ma 
2S 
y 
A 
O» “J 
eS 
S- 
3 
n. 
ve 4 
at 
In 
as | 
of 7 
“i 
a, % 
iS- ! 
d 
A! 4 
: 
Ri 
/ 
, 


LIPAN Capsules contain: Specially 
prepared highly activated, desic- 
cated and defatted whole Pancreas: 
bya HCl, 1.5 mg. Vitamin D, 


Available: Bottles 180’s, 500’s. 
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PSORIASIS 


Proved Clinically Effective Oral Therapy — 


maintenance regimen may keep patients lesion- free. 


COMPLETE LITERATURE AND REPRINTS 
UPON REQUEST. JUST SEND AN Rx BLANK. 


IPAN 


Spirt & Co., Inc. 


WATERBURY. CONN. 


©Copyright 1956 Spirt & Co. 
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In Urinary-Tract Infections 


Preparation 
of 
Choice 


HIGH 
BLOO 


SUSPENSION TABLETS 
SULFOSE 
Triple Sulfonamides 


(Sulfadiazine, Sulfamerazine, Sulfamethazine) 
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(Zoxazolamine,* McNeil) 


(ENTERIC) 


coated 


OMPT RELIEF IN LOW BACK PAIN 


With FLEXIN, “...17 of the 20 patients with 
post-traumatic muscle spasm of the low back had 
excellent or good responses.” ' 

AVAILABLE: Tablets, Engestic Coated, pink, 


250 mg., bottles of 36. 
Tablets, scored, yellow, 250 mg., bottles of 50. 


1. Wallace, S. L.: Zoxazolamine (Flexin) in Low 
Back Disorders, to be published. 


*US. Patent Pending 
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Medihaler-P 


provider phenylephrine HCL 3.6 mg.. 15 mo. 
alent to 1 mg. of neomycin Page), and hydrocortisone mg, in 
10 cc; leakpreof, spiliproot vials with meicred-cose valve 
and sterilizsbie unbreakable plastic nasal adapter, 


Unvarying Measured-Dose 
Nasal Medication 


Reaching the Entire Paranasal Mucosa 


VASOCONSTRICTIVE Counteracts hyperemia ANTI-INFLAMMATORY Neutralizes the 
of nasal and paranasal mucosa exudative phase of tissue reaction 

DECONGESTIVE Diminishes edema and ANTIBIOTIC Attacks bacterial invasion 
hypersecretion ...opens sinus ostia directly 


__Medihaler-Phen.. .an ethical prescription item...—> 


makes squeeze bottle and dropper medications obsolete 


Medihaler-Phen isself-powered, measured- 
dose vaporized medication providing effec- 
tive relief for congested nasal and para- 
nasal mucosa. 

Its active ingredients— phenylephrine 
HCl, hydrocortisone, and neomycin sul- 
fate—are in wide clinical use. In Medihaler- 
Phen, for the first time, they are blended 
with an inert, nontoxic aerosol propellent, 
and are made more effective with a pene- 
trating surfactant. An accurately-meas- 


ured nebular cloud is gently ejected, re- 
gardless of how the Medihaler-Phen valve 
is compressed—not part spray, part stream 
as with spray bottles—not an irritating, 
powerful jet—no drops of liquid which 
tend to run out of the nasal passages. 

Because of the extremely small, uniform 
particle size of Medihaler-Phen nebuliza- 
tion, less medication is required to decon- 
gest the mucosa and open the ostia of 
paranasal sinuses. 
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SINUSITIS 
PHARYNGITIS 


due to upper respiratory infections and allergies 


tissue compatible 
oreater effectiveness 
longer lasting 

no rebound 


vest pocket size 


Medihaler-Phen is Safe 


... FOR CHILDREN, TOO 


Repeated use does not result in tachyphylaxis. . . . Does not - 
possess the cardiac and nervous system-stimulating actions 
characteristic of other topical vasoconstrictors. .. . Even gross 
overdosage does not lead to drowsiness or deep somnolence in 
children. . . . Concentration of hydrocortisone effective locally, 
but produces no systemic effect. ... Penetrates “mucous blanket” 
of nasal mucosa without irritation. 


OTHER USES Medihaler-Phen is also valuable in the 
symptomatic treatment of ‘“‘postnasal drip’ due to 
excessive smoking, air pollution, steam heating, etc. 


ANOTHER (Riker) FIRST 
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FROM HERE... 


---TO VITALITY 


VISTABOLIC 


The Modern Alleotic* 


Vistabolic is a new gerontotherapeutic prepa- 
ration. It provides anti-stress, anabolic, and 
nutritional support, and speeds the geriatric 
patient to recovery from surgery, debilitating 
disease, fatigue, neurasthenia, and other stress- 
ful situations. 


Each oral tablet provides: Each cc provides: 
Hydrocortisone... .... 1.0 mg. <€& anti-stress aid Hydrocortisone acetate .. 1.0 mg. 
Stenediol® (Methandriol) . . 10.0 mg. <& anabolic aid — Stenediol® (Methandriol). . 10.0 mg. 
Bifacton® (Vitamin Bi2 nutritional aid —> Vitamin B:2 activity (from 
w/ Intrinsic Factor Pernaemon®, Liver 
Concentrate) Injection, U.S.P.) ... 20.0 mcg. 
Oral unit 


Available in 10-cc vials and boxes of 30 tablets. 
Professional literature available on request. 


*Vistabolic is an alleotic, an alterative remedy aiding recovery from stress. 


Organon INC. 
ORANGE, N. J. 
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MYSTECLIN SUSPENSION 


Steclin-Mycostatin (Squibb Tetracycline-Nystatin) 


Another form of the only broad spectrum 
antibiotic preparation with added protection 
against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 

BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infec- 
tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 

READY-T0-TAKE — Mysteclin Suspension requires no re- 
constitution and can be given by simple teaspoon 
dosage to patients of all ages. 

MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful. 
Supplied in two-ounce bottles. 


Also available as Capsules (250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin) and Half Strength Capsules (125 mg. 
Steclin Hydrochloride and 125,000 units Mycostatin). 


Db) Squibb Quality — the Priceless Ingredient 


*mystecuin’®, ‘steciin’®, AND 


x! 
~ 
SQUIBB 
“MY COSTATIN’® Are SQUIBB TRADEMARKS 


Combine the naturally occurring Equine 

estrogens and the new Uterine Relaxing Hormone, 
Lutrexin (H.W.&D. brand of lututrin)— 

simulating the occurrence of these hormones in nature. 
TREXINEST produces prompt relief of symptoms 
associated with the menopausal syndrome.! 
TREXINEST is more effective than 

either of its active components taken separately.? 
TREXINEST Tablets help restore the normal 
balance between certain hormones, the lack 

of which Malleson’ suggests may cause 
menopausal disorders, 


1. Rezek, G. H.: Personal Communication; 2. Hannon, T. R.: 
Personal Communication; 3. Malleson J.: The Lancet, July 1953. 


HYNSON, WESTCOTT & DUNNING, INC., Balto., Md. 
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Esophageal Diverticula’ 


DIVERTICULA OF THE ESOPHAGUS are not com- 
mon but are increasing in frequency with the 
increasing age of our population. They occur 
with sufficient frequency to warrant repeated 
emphasis of various facts related to their diag- 
nosis and treatment. 


Since Rokitansky’s! classic description of the 
traction and pulsion varieties in 1840, little 
has been added to our knowledge of the path- 
ology of esophageal diverticula. Rokitansky 
described the so-called pulsion and traction 
diverticula, and clearly called attention to the 
essential differences between the two varieties. 


Pulsion diverticula usually occur at the 
pharyngo-esophageal area and less frequently 
in the epiphrenic area. They apparently are 
caused by pressure from the inside of the 
esophagus which herniates mucous membrane 
out through the muscular walls. The sac of 
such a diverticulum is composed of mucosa, 
submucosa, and only vestiges of attenuated 
muscle. 


The traction diverticulum contains all the 
layers of the esophageal wall and is caused by 
inflammatory tissue pulling on the esophageal 
wall. Such diverticula usually are found in 
the midesophagus near the tracheobronchial 
lymph nodes. 


The etiology of esophageal diverticula has 
never been finally determined. One theory 
postulates a neuromuscular incoordination at 
the pharyngo-esophageal junction as a cause 
of pressure at this area. 


Hoover? believes there is initially resistance 
to the passage of food through the area of the 


*Read before the Joint Session of the Sections on Gastroen- 
terology and Surgery, Southern Medical Association, Forty- 
Ninth Annual Meeting, Houston, Tex., November 14-17, 1955. 

+From the Sanders Clinic and Baptist Memorial Hospital, 
Memphis, Tenn. 


ROBERT P. McBURNEY, M.D.,+ Memphis, Tenn. 


With newer surgical technics, methods of giving anesthetics, and the prophylactic use of antibiotics, 
the surgical treatment of esophageal diverticula is now attended by little morbidity or mortality. 


The force of the 
pharyngeal constrictor and other muscles of 
deglutition acting against this resistance pro- 
duce pressure, and over the years this pressure 
pushes out the esophageal mucosa at the mid- 
line area just superior to the cricopharyngeus 


cricopharyngeal muscle. 


muscle. Hoover further believes that dissec- 
tion or severance of the fibers of the crico- 
pharyngeus muscle at the time of the repair 
of the diverticulum is an important part of 
the surgical treatment. 


Other theories are based on the presumed 
weakness of the esophageal wall at the point 
of entry of nerves, blood vessels, or lymphatics. 
In any event, the wear and tear of advancing 
years with its decrease in strength of tissue is 
certainly of importance, since 90 per cent of 
patients with esophageal diverticula are in the 
later decades of life. 


Clinical Features of Esophageal Diverticula 


Fifty-seven cases of esophageal diverticula 
have been seen from 1933 through 1955 at the 
Sanders Clinic and Baptist Memorial Hospital. 
Thirty-two of these were cases of pulsion 
pharyngo-esophageal diverticula, 17 were mid- 
thoracic traction type diverticula, and 8 were 
epiphrenic in location. 


The majority of these patients were in the 
fifth, sixth, and seventh decades of life. The 
youngest patient was 24 years of age and the 
oldest was 87. There were 32 men and 25 
women in the group. 

Symptoms varied a great deal with the loca- 
tion of the diverticula. In the pharyngo- 
esophageal type the most common symptom 
was dysphagia, which varied in intensity from 
only occasional slight dysphagia to complete 
obstruction, and in duration from a few 
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A. P. and lateral views of a typical pharyngo-esophageal 
diverticulum. 


months to many years. Weight loss, dehydra- 
tion, regurgitation of food and liquid, a sense 
of fullness, or a mass in the neck and sub- 
sternal pain all were noted frequently. Two 
of the patients had definite well-developed di- 
verticula but had no symptoms relative to the 
esophagus. Repeated episodes of aspiration 
pneumonitis was a presenting complaint in 
two cases. Some patients complained of a gur- 
gling noise in the neck; others because the 
pillow would be wet with saliva and food 
when they awoke in the mornings. A few had 
coughing spells which awakened them at night. 


The midthoracic traction diverticula were, 
as a rule, asymptomatic. Five of the 17, how- 
ever, complained of dysphagia of varying de- 
grees, 2 complained of a sense of substernal 
pressure, and one individual actually had an 
episode of esophageal obstruction. Several pa- 
tients complained of substernal distress which 
only became evident after the individual had 
been informed of the presence of a previous 
unsuspected diverticulum. It is our opinion 
the symptoms were psychosomatic in origin in 
most of these cases. 

The patients with epiphrenic diverticula 
complained mainly of epigastric and subster- 
nal distress, nausea and vomiting, dysphagia, 
and abdominal distention. One patient was 
asymptomatic, and one had hemorrhage from 
ulceration in a diverticulum. 

Physical examination revealed very little re- 
lated to the diverticulum in most cases. In 
all the cases of traction and epiphrenic diver- 
ticula the examination was negative. In a few 
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of the patients with a large pharyngo-esopha- 
geal diverticulum a soft mass could be pal- 
pated in the lateral anterior neck when the 
patient performed the Valsalva maneuver. In 
several cases prolonged dysphagia had pro. 
duced the signs of weight loss, malnutrition, 
and vitamin deficiency. 

A helpful physical sign® is that of a gurgling 
sound in the neck produced by pressure on 
the side of the neck immediately after the pa- 
tient has swallowed a small amount of water 
and is holding the mouth open. This was not 
routinely sought in our cases, but was noted 
in a few. 

The x-ray examination is the keystone of 
correct diagnosis and is positive in nearly 100 
per cent of cases. Examples of roentgen find- 
ings in such cases are noted in figures | 
through 3. 

Esophagoscopy has been strongly advised in 
past years. However, in recent years there has 
been a tendency to do fewer such examina- 
tions. The danger of perforation outweighs 
the value of possible information obtained. 
The same may be said for dilatation, although 
Harrington* and others advocate it as a pre- 
operative measure to insure the patency of 
the distal esophagus. If there is any question 
as to the patency of the esophagus distal to the 
diverticulum, esophagoscopy or dilatation cer- 
tainly should be done before surgical repair 
is undertaken. 


X-ray views of « midthoracic traction diverticulum before and 
after surgical excision. 
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A large double epiphreni phageal diverticulum. 


In this series esophagoscopy was done in 
six cases. In one, esophagitis was noted in 
the distal portion. In another, a stenotic area 
was found associated with a traction divertic- 
ulum. In two cases the diagnosis of divertic- 
ulum was confirmed and its orifice noted. 
In the remaining cases the scope could not 
be passed beyond the diverticulum. 

The clinical features of this group of cases 
are fairly representative; those seen in practice 
change little over the years. It is rare now to 
see patients with a large diverticulum and 
complete obstruction as most patients seek 
help before malnutrition and severe obstruc- 
tion develop. 


Another problem of present times is the ac- 
curate determination of the exact significance 
of symptoms in some individuals with small 
diverticula, particularly those in the mid- 
esophageal area. 


The frequent occurrence of globus and 
other psychosomatic complaints referable to 
the esophageal area often makes it difficult to 
determine when surgical treatment should be 
carried out, and when the judicious withhold- 
ing of an operation is best. Each case must be 
carefully evaluated. The traction diverticulum 
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of the midesophagus rarely causes significant 
symptoms, whereas the pharyngo-esophageal 
type usually does, and the epiphrenic type is a 
cause of symptoms in about 50 per cent of 
cases. 


Treatment 


The treatment of esophageal diverticula has 
changed frequently over the years, and only 
recently has it become fairly well standard- 
ized. 

Nicaladoni,> in 1877, apparently was the 
first to attempt treatment of a pharyngo- 
esophageal diverticulum, and this consisted of 
bringing the sac out of the neck as an external 
fistula. The patient died. The next attempt 
was a one-stage diverticulectomy by Niehans,® 
in 1884. This apparently would have been 
successful except for hemorrhage and death 
after about 3 weeks. In 1886, Wheeler? did 
the first successful diverticulectomy, and dur- 
ing the following 24 years, some 48 cases were 
operated upon by various surgeons, but with a 
mortality of nearly 20 per cent. 

This high mortality led to numerous at- 
tempts to treat esophageal diverticulum by 
various methods, most of which are now of 
historical interest only. Goldmann,’ in 1909, 
suggested a two-stage procedure. His opera- 
tion was later modified by Mayo and by 
Murphy. In recent years, this procedure has 
been most effectively championed by Lahey,® 
who eventually accumulated an experience of 
365 cases, with a mortality of less than | per 
cent. 

Some surgeons, however, continued to pre- 
fer the one-stage operation, and in 1945, Har- 
rington* reported 115 cases operated on in 
one-stage with no deaths. 

The advent of a better understanding of the 
surgical aspects of the esophagus, along with 
the use of antibiotics and general advances in 
surgical management has led now to a fairly 
wide adoption of the one-stage operation. 
Boyd’ and Hoover,? of the Lahey Clinic, have 
adopted this method in selected cases, reserv- 
ing the two-stage procedure for the extremely 
large diverticula in a poor-risk patient. 


Treatment was surgical in 18 instances in 
the Baptist Hospital cases; in the remaining 
39 cases operation was not advised or was re- 
fused. Some of the cases in which surgery 
was not advised were seen in earlier years 
when it was thought that repair of esophageal 


FIG. 3 
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diverticulum was dangerous. Many of these 
patients would undoubtedly be advised to 
have surgical treatment at the present time. 


Of the pharyngo-esophageal diverticula op- 
erated on, 7 had a two-stage resection, 6 had 
one-stage resection, and 2 patients had the 
first stage of a two-stage operation with gas- 
trostomy. The 2 traction diverticula and the 
one epiphrenic diverticulum operated on were 
all done as one-stage procedures. There were 
no deaths in any of these cases. 


Complications which occurred were electro- 
lyte deficiency in one case, and one instance 
each of pharyngocutaneous salivary fistula, 
atelectasis, shock, temporary dysphagia, and 
stricture. All of these complications were 
successfully managed. 


It is worthy of mention that one of the pa- 
tients not operated on later developed cancer 
of the colon which was treated by resection of 
the colon. Postoperatively he developed in- 
creased dysphagia and distention. The phy- 
sicians treating him were unable to pass a 
tube for decompression, nor was esophagos- 
copy possible. His distention led to leakage at 
the anastomosis with peritonitis and death. 


The follow-up data on those patients oper- 
ated upon is not complete, but in nearly all 
the results were good, they were well satis- 
fied, and no recurrences have occurred thus 
far. 


FEBRUARY 1957 


Technic of One-Stage 
Esophageal Diverticulectomy 


Preoperative Considerations. Prior to oper. 
ation, it is important to have the sac of the 
diverticulum as empty as possible. This may 
be accomplished by postural drainage, by hay. 
ing the patient put pressure on the side of the 
neck to which the diverticulum presents, or 
by aspiration of the sac with a Levine tube. 
Some patients with a diverticulum of long 
standing use various maneuvers by which 
they can empty the sac. In the event of mal- 
nutrition it is wise to spend a few days of in- 
travenous feeding and tube feeding, if a tube 
can be passed. Vitamin and electrolyte therapy 
and transfusions may be indicated preoper- 
atively. Only a very rare patient will require 
gastrostomy as a preliminary procedure. 

Anesthesia. General anesthesia is preferred, 
using an endotracheal tube and _ packing it 
off with gauze to insure against aspiration of 
fluid or food. General anesthesia insures a 
nonmoving field and adequate time for any 
necessary procedures. Block anesthesia can be 
used, however, and is fairly satisfactory. 

The patient is placed in a supine position 
with the head of the table elevated. It is best 
not to hyperextend the head and neck as this 
diminishes the retro-esophageal space. 


Incision should be made on the side toward 
which the diverticulum presents, as noted by 


FIG. 4 


A 


A. Incision for esophageal diverticulum. Dotted. line indicates alternate collar incision. B. Sac of the diverticulum is mobil- 
ized, contents of the carotid sheath are retracted laterally, and the thyroid is retracted laterally and anteriorly. 
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FIG. 5 


A 


A. Following isolation of the neck of the sac, the sac is cut across bit by bit, suturing as one goes. B. Interrupted silk su- 


tures are placed 2 
gus; either continuous or interrupted sutures are used. 


the x-ray examination. If the diverticulum is 


in midline the incision is made on the left 
side. Either an incision along the anterior 
border of the sternomastoid muscle, or a col- 
lar type incision is made. The former is pre- 
ferred, but either is satisfactory (Fig. 4, A). 

The incision is carried through the platysma 
muscle; the skin and platysma are then re- 
tracted. The fascia anterior to the sternomas- 
toid muscle is then dissected bluntly, the car- 
otid sheath and its contents are retracted 
laterally, and the thyroid and trachea gently 
retracted anteriomedially. It is usually neces- 
sary to retract the omohyoid muscle down- 
ward, and it may be necessary to divide the 
inferior thyroid artery and middle thyroid 
vein to obtain better exposure. One should 
carefully avoid the recurrent laryngeal nerve 
(Fig. 4, B). 

The sac of the diverticulum is then located 
just inferior to the level of the cricoid cartilage 
and anterior to the prevertebral fascia. One 
should be careful to free the sac and not dis- 
sect into the normal esophagus. 

The sac is then isolated and the muscle fi- 
bers carefully dissected off, particularly at the 
neck of the sac. Excessive traction on the sac 


so the knots are intraluminal. C. The second row of sutures is placed in the muscular wall of the esopha- 


should be avoided as it may result in a tent- 
ing effect, which, in turn, could lead to exces- 
sive narrowing of the esophagus on closure. 


Following careful isolation of the sac, a 
curved clamp of the Kelly, or similar variety 
is placed transversely across the neck of the 
sac; the neck of the sac is cut about | cm. 
across on the esophageal side of the clamp 
(Fig. 5, A). Interrupted silk sutures are then 
placed so the knots will be intraluminal and 
there is slight inversion of the cut edges. The 
sac is then completely cut across and the defect 
closed bit by bit, thus avoiding any large open 
defect in the esophagus at any time and conse- 
quent leakage with contamination of the field 
(Fig. 5, B). With this type of closure, no 
crushed or ischemic tissue is left behind to 
slough and lead to leakage and infection. 
When the first row of sutures is finished, a 
second row is placed in the muscle layer, plac- 
ing the knots extraluminal. Either inter- 
rupted or continuous sutures may be used in 
this layer (Fig. 5, C). 

The operation is finished by placing a Pen- 
rose rubber drain into the lower area of the 
prevertebral space and closing the wound 
anatomically. 
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Postoperative care is mainly one of restric- 
tion of diet to clear liquids for two to three 
days. The drains are removed on the third or 
fourth postoperative day, and the patient can 
usually be dismissed on the fifth or sixth post- 
operative day. Prophylactic antibiotics are 
routinely used. 


The same technic applies to the intrathor- 
acic diverticula, except the approach must be 
through a thoroacotomy incision. 


Summary 


1. Esophageal diverticula are being seen 
with increasing frequency and should be con- 
sidered in any case of dysphagia or unusual 
symptoms related to the neck or substernal 
area. 


2. Roentgenograms are quite reliable as a 


diagnostic method, and will reveal the loca- 
tion, size, and character of the diverticulum. 
3. Whenever symptoms are due to the di- 
verticulum, then surgical excision is indicated. 
4. Surgical excision can be carried out at 
all levels with minimal morbidity and mor- 
tality. The one-stage method is preferred. 


References 


1. Rokitansky, C.: Divertikel am Pharynx, M. Jahab. d.k.k. 
6sterr. Staates 30:222, 1840. 


FEBRUARY 1957 


Hoover, W. B.: The Pharynx and Esophagus, S. Clin, 
North America, p. 629 (June) 1955. 


Judd, E. S., and Moersch, H. J.: Pharyngo-Esophageal 
Diverticula, $. Clin. North America 9:4 793, 1929. 
Harrington, S. W.: Pulsion Diverticulum of the Hypo. 
pharynx at the Pharyngo-Esophageal Junction, Surgery 
18:66, 1945. 

Nicaladoni, K.: Ein Beitrag Zur Operativen Behandlung 


de Oecsophagusdivertikel, Wien. med. Wehnschr. 27:605, 
631, 654, 1877. 

Niehans, P.: Quoted by Girard, C.: Du Traitement des 
Diverticules de l’oesaphage, Assoc. Franc. de chir. 10:392, 
1896. 


Wheeler, W. I.: Quoted by De Bakey, M. E., Heaney, J. 
F., and Creech, O.: Surgical Considerations in Diverticula 
of the Esophagus, J.A.M.A. 150:1076, 1952. 

Goldman, E. E.: Die Zweizeitige Operation von Pulsiondi- 
vertikeln der Speiseréhre Nebst Bemerkungen uber den 
Ocsophagusmund, Beitr. klin. Chir. 61:741, 1909. 


Lahey, F. H., and Warren, K. W.: Esophageal Diverticula, 
Surg. Gynec. & Obst. 98:1, 1954. 


Boyd, D. P.: Obstructing Lesions of the Esophagus, §. 
Clin. North America, p. 653 (June) 1955. 


Discussion (Abstract) 


Dr. Harwell Wilson, Memphis, Tenn. 1 do not 
want this paper to be passed up without any discus- 
sion because I think Dr. McBurney has given us a 
very excellent presentation of the progress which has 
been made in the surgical treatment of esophageal di- 
verticula both as regards diagnosis and advances in 
surgical technic. Many of us have heard Dr. Lahey 
and others speak of the advantages of the two-stage 
technic, and can remember many patients saved by 
this method. The work reported by Dr. McBurney 
today calls attention to advances in technic which make 
the one-stage operation possible, and at the same time 
frequently allows for a reduction in both morbidity 
and mortality. 
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Management of Cancer of the Cervix 


in Private Practice: 


Houston, Tex. 


THIS REPORT REPRESENTS the personal experi- 
ence of the senior author in management of 
212 cases of squamous cell carcinoma of the 
cervix; 138 of the patients were treated by 
one of us (J. A. W.). A review and evaluation 
of the results that can be obtained in a private 
office in the treatment of cervical cancer pa- 
tients seem worthwhile for two reasons. Al- 
though there is an increasing expansion of 
cancer clinics and cancer hospitals, there are 
not enough of such specialized facilities to 
care for all cancer patients. Obviously, the 
advantages of early diagnosis will be lost if 
the proper therapeutic skill and facilities are 
not available to these patients. Then, too, as 
present-day medicine becomes more institu- 
tionalized, there has been an apparent de- 
crease in the responsibility of the individual 
physician. While the merits of cancer insti- 
tutions are fully acknowledged, this review is 
an attempt to ascertain whether it is necessary 
to exclude these patients from treatment in 
private practice. 

A physician who undertakes treatment of 
cancer patients should have more than an in- 
cidental interest in cancer detection and 
therapy. Furthermore, such a physician should 
have specialized training to learn the possi- 
bilities and limitations of surgery and radio- 
therapy in his particular specialty. His train- 
ing must be thorough, since he is responsible 
for making the diagnosis and evaluating the 
extent of clinical disease. Most important, he 
must realize the necessity for individualiz- 
ation of therapy for each patient. Although 
cooperation with the other specialties is neces- 


*Read before the Section on Gynecology, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 

From the Department of Obstetrics and Gynecology, Baylor 
University College of Medicine, and the Department of Ob- 
stetrics and Gynecology, Hermann Hospital, Houston, Tex. 


JOHN A. WALL, M.D., and ORIAN C. WESTBROOK, M.D.,t+ 


The authors evaluate their results in a series of cases in which treatment 
was individualized depending upon circumstances. 


sary for definitive therapy, management by 
the patient’s own physician subserves a fun- 
damental human need, an aspect frequently 
overlooked. Actually, in private practice a 
more detailed study can be done when one 
individual is responsible for the care of the 
patient during the entire illness. Finally, a 
closer follow-up is possible in private practice. 

This study shows that there has been an 
effort to evaluate the individual patient, and 
then to employ x-ray, radium, surgery, or 
various combinations of these modalities ac- 
cording to the type and extent of the neo- 
plasm, and the age and physical condition of 
the patient, the particular pelvic anatomy, 
and other individual findings. The radium 
therapy has been given by the gynecologist, 
and is recognized as primarily his responsi- 
bility, although the “team” approach has been 
maintained. The x-ray therapy has been 
planned with and given by one of the local 
radiologists in private practice. 

This review is an interim report, since the 
number of patients is too small and the time 
lapse too brief for evaluation of long-term re- 
sults. The authors anticipate that, within the 
next three to five years, re-evaluation will de- 
termine the success or failure of the methods 
employed. 


Diagnostic Procedures 


Papanicolaou smears are taken in every case 
of a new patient, and in all instances of pa- 
tients who return for routine six-month 
health examinations. A Papanicolaou smear is 
taken at four to six month intervals during the 
follow-up of all cancer patients, regardless of 
whether the neoplasm originated in the cervix 
or endometrium. The significance of vaginitis 
should be recognized when cytologic smears 
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are obtained. Vaginitis, such as trichomonal 
or monilial infection, can produce squamous 
epithelial hyperplasia which is easily con- 
fused with carcinoma in situ. Treatment of 
the vaginitis for seven to ten days before 
biopsy will not compromise the results of 
treatment and will greatly increase the 
chances of accurate diagnosis. One interesting 
case of vaginitis was closely observed for a 
year and a half after carcinoma of the cervix 
had been reported. The patient was seen in 
consultation in the office and trichomonal 
vaginitis was recognized. Comparison of the 
original biopsy material with cervical tissue 
taken after relief of the vaginitis and during 
the subsequent follow-up period proved that 
the histologic changes resulted from the vagin- 
itis present at the time of the original biopsy. 

The efficacy of routine use of the cytologic 
smear is shown in the results obtained. A 
total of 14 cases of cervical cancer were de- 
tected by smear, and subsequently verified by 
biopsy. Six cancers were detected by routine 
smear examinations. In three of these cases the 
patients had reported for routine physical 
examination, were asymptomatic, and cancer 
was not suspected from gross examination. 
The remaining eight cases were detected on 
smears taken for various reasons, one for 
menorrhagia, one for menometrorrhagia, and 
two for metrorrhagia. 


A standard working principle in this office 
has been that any cervical lesion significant 
enough to require treatment is also significant 
enough to necessitate biopsy. This rule does 
not apply to topical applications. There are 
many instances in which a superficial erosion 
can be touched with silver nitrate; however, 
if the lesion does not clear within four to six 
weeks, serious consideration is given to 
biopsy. Furthermore, another rule is to with- 
hold treatment by cauterization or conization 
until a biopsy is done. Treatment is always 
withheld until a biopsy report is obtained. 
Permanent paraffin sections are preferred, 
since frozen section study of cervical or en- 
dometrial tissue has been unreliable in our 
experience and has not been used in any of 
the cases reported in this study. This pro- 
cedure is strictly adhered to regardless of 
whether treatment is to be carried out in the 
office or in the operating room. 

Carcinoma in situ, Stage O, or the so-called 
noninvasive cancer of the cervix, has been 
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proved by ample use of multiple punch 
biopsies in the office. Biopsy specimens re. 
moved at 12, 3, 6, and 9 o’clock at the squamo- 
columnar junction have been rewarding in 
this respect. During the past five years, all 
biopsy specimens in which carcinoma in situ 
is reported are reviewed in two different 
pathologic laboratories. This means that on 
every diagnosis of in situ carcinoma, the tissue 
specimens are reviewed by two or more path- 
ologists in each laboratory. 


There is a definite advantage to perform. 
ing biopsy in the office, since only small 
amounts of tissue can be secured. For several 
reasons, electroconization is never used to re- 
move biopsy specimens. Electroconization 
desiccates the tissue so that the histologic de- 
tails are distorted and blurred. In addition, 
electroconization may prevent or complicate 
removal of additional tissue, if more tissue is 
necessary to establish a diagnosis. Finally, 
electroconization may complicate treatment, 
if cancer is found, because the presence of 
necrotic infected tissue may force delay in 
initiating either radiotherapy or surgical 
treatment. When carcinoma in situ is found 
after punch biopsies, sharp conization and 
fractional curettage are performed. Tissue is 
taken from the endocervix, since cancer fre- 
quently may originate on the surface of the 
endocervix. Endometrial tissue is also ob- 
tained, thus completing a true fractional 
curettage. The cervix is coned with a sharp 
knife and four Sturmdorff sutures are in- 
serted at 12, 3, 6, and 9 o'clock for purposes 
of hemostasis. Nonabsorbable 0 or No. | cot- 
ton or silk is used, and these sutures are re- 
moved in the office on about the twelfth day 
after operation. 


Results of Biopsy 


There have been 66 cases in which a defi- 
nite diagnosis has been made in the office. 
Diagnosis was established by simple punch 
biopsy in 58 instances, and in 8 cases the pa- 
tient was hospitalized and sharp conization 
and fractional curettage done in the operating 
room. There were 44 cases in which a positive 
diagnosis was established by punch biopsy by 
the referring physician who then sent the pa- 
tients to the senior author for treatment. 
There were 25 cases in which cauterization, 
or conization of the cervix had been done by 
the referring physician as part of the biopsy 
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procedure. All 25 of these patients presented 
rather difficult problems as to classification of 
the extent of disease. Consequently, institu- 
tion of therapy was often difficult because of 
infection and other complications. Modifica- 
tion of the so-called routine therapy was thus 
necessary. 

The stages of disease detected in office prac- 
tice have been interesting. There were 20 
cases of Stage 0, 47 Stage I, 53 Stage II, and 15 
Stage III lesions. There were no Stage IV 
cases. In three cases classification was not pos- 
sible because of previous therapy. The find- 
ings at biopsy are summarized in the follow- 
ing table (Table 1). 


These findings suggest that in private prac- 
tice patients are seen in the earlier stages of 
disease and can thus receive earlier treatment 
than patients who report to institutions. It is 
possible, of course, that the majority of insti- 
tutionalized patients are referred for palliative 
therapy, and this accounts for the greater per- 
centage of cases with more advanced disease. 


Cancer of the Cervical Stump 


There were 12 cases of squamous cell car- 
cinoma of the cervical stump. All of these 
patients had developed cervical carcinoma 2 
to 15 years after supracervical amputation of 
the fundus. One patient had an adenocar- 
cinoma of the cervical stump which developed 
9 years after a supracervical hysterectomy. All 
of these patients were treated with radium 
applications to the cervical stump and x-ray 
to the parametrium. 


Management of Patients 


In only three instances did supervoltage 
therapy appear to afford the best possible 
results. Since this treatment could not be 
given to private patients they were referred to 
institutions. Eleven other patients were re- 
ferred to institutions because of indigency, 
and one patient preferred to be treated in an- 


TABLE 1 
RESULTS OF BIOPSY 


Office Punch Biopsy 
ll et al. 


all 58 
Referring physician 44 
Sharp conization in operating room 
Wall et al. 8 
Referring physician 28 
Total “138 


TABLE 2 
DISPOSITION OF PATIENTS 


Patients treated by authors 138 
Patients referred to charity facilities ll 
Patients referred for supervoltage treatment 3 
Patients refused treatment (Stage 0) 2 
Patients treated in another city 1 
Consultations 
Postirradiation cases 40 
Postsurgical cases 12 
Terminal (no treatment) 3 
Diagnosis disproved 2 
Total 212 


other city. Management of the total 212 pa- 
tients is summarized in table 2. 


Treatment 


Eighteen patients with carcinoma in situ or 
Stage 0 carcinoma have been treated by total 
hysterectomy, either vaginal or abdominal. 
Hysterectomy is performed only after invasive 
cancer has been excluded by use of multiple 
biopsies. In patients with Stage 0 carcinoma 
the ovaries need not be removed. Hence, in 
childbearing patients castration which is an 
inevitable result of radiation therapy is not 
necessary. Since radical hysterectomy and 
lymphadenectomy are not necessary, mobiliza- 
tion of the ureters is not required. In cases in 
which multiple foci of carcinoma in situ are 
found by biopsy, an even more intensive 
search for invasive cancer is made before the 
patients are finally classified in the category 
of noninvasive cancer. Of course, when it is 
impossible to exclude invasive cancer with cer- 
tainty, removal of a larger cuff of the vagina 
(upper one-third) may be justified. This, of 
course, requires mobilization of the ureters. 
Although an occasional patient with car- 
cinoma in situ may be observed with safety 
for a prolonged period without definitive 
therapy, immediate treatment has been pre- 
ferred. 


During the past three years there have been 
two patients with proved carcinoma in situ 
who have refused treatment. The biopsy ma- 
terial has been reviewed in several pathologic 
laboratories and the diagnosis of carcinoma 
in situ has been sustained. One patient re- 
turns periodically for observation and to date 
has shown no evidence of invasive cancer. Al- 
though the danger of such expectant treat- 
ment has been fully explained to her, she has 
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accepted this risk. The second patient has 
been lost to follow-up. 

In one case of in situ carcinoma only 
radium was used, because the patient had had 
repair of a rectocele and cystocele and am- 
putation of the cervix by the referring phy- 
sician. Microscopic study of the cervical tissue 
showed noninvasive carcinoma. Since the re- 
ferring physician and the patient requested 
radiation therapy, radium was used. 

In one referred patient radium was used at 
the time of a second biopsy. The first biopsy, 
taken by the referring physician was inconclu- 
sive, although the histologic findings were 
strongly suggestive of invasive carcinoma. 
Radium was inserted at the time of the sharp 
conization biopsy done by us. Since evidence 
of carcinoma in situ was established by this 
second biopsy, the patient was then given only 
half of the usual radium therapy adminis- 
tered for carcinoma of the cervix. Although 
castration had been effected, a simple total 
abdominal hysterectomy was then performed 
in preference to continuation of the radium 
therapy. Management of this patient, of 
course, proved to be an object lesson, and 
radium is never used until in situ carcinoma 
has been unequivocally excluded. 


The treatment of patients with invasive 
cancer has been directed toward eradication of 
the primary neoplasm, and then some form of 
treatment is used to remove the actual or 
potential routes of spread. Since surgical re- 
moval of the lymph nodes and communicating 
lymph channels, the so-called en bloc dissec- 
tion, is difficult and often results in complica- 
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tions, conventional 250 K. C. radiotherapy has 
been preferred for Stage I and early Stage If 
lesions. Radiotherapy as a primary means of 
treatment requires definite individualization 
as to application of the different types of 
radiation. Radium alone has been used when 
the lesion is early, since only in about 20 to 30 
per cent of cases is there any probabality of 
lymph node metastases. Of the 47 patients 
classified as Stage I, 23 were treated with 
radium alone. 


As a routine means of therapy, radium to 
the midline and external irradiation directed 
to the parametrial areas is definitely preferred 
by us even in Stage I carcinoma of the cervix. 
This additional external radiation does not 
produce complications sufficient to justify 
withholding the additional benefits that can 
be derived from such external therapy. Fur- 
thermore, the external radiation is relied 
upon to aid in control of the primary neo- 
plasm itself as well as to build up the para- 
lethal zone. Undoubtedly the external radi- 
ation seals off the possible lymphatic routes 
of spread as well as probably controls the 
metastatic cancer in the lymph nodes in many 
instances. 


Two patients received only surgical treat- 
ment, which consisted of a radical Wertheim 
hysterectomy with lymph node dissection. 
Three patients had radium treatment and a 
subsequent radical Wertheim operation and 
lymphadenectomy. The remaining two pa- 
tients had radium treatment first, after which 
one had a retroperitoneal lymphadenectomy, 
and one had a simple total abdominal hyster- 


TABLE 3 
METHODS OF THERAPY 


Stage of 
Disease 


Surgery Radium 


Stage 0 18 
(Total hys- 
terectomy) 


Stage I 2 
Stage II 0 
Stage III 0 
Unclassified* 


Total 


Radium 
and X-ray and 
Surgery 


Radium, Number 


Surgery Patients 
0 20 


47 
53 
15 

3 


138 


*In three instances, the stage of disease could not be classified with certainty. One patient was operated on and a 


supravaginal hysterectomy was performed for what was thought to be a persistence of a carcinoma which had been treated 
four years previously and a simple hematometria was found with no evidence of cancer, either at operation or in the surgical 
specimen. The second patient had been treated five years previously with radium alone for carcinoma, A radical Wertheim 
procedure with lymphadenectomy was performed and a persistent cancer was found in the uterus above the level of the 
internal os. The lymph nodes, however, were negative. This patient has remained well. Since both these patients have been 
operated on within the past 6 months, it is too early to evaluate results. The third patient had a laparotomy, and extensive 
carcinomatosis being found no definitive surgery was done. She died within two weeks after operation. 
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TABLE 4 


CORRELATION OF STAGE OF DISEASE WITH MILLIGRAM HOURS, TYPE OF 
APPLICATOR, AND ROENTGENS TO EACH PARAMETRIUM 


Stage I 
Average 
milli- 
gram 
hours 


Average 
Roentgens 
to each 
parametrium 


Type 
of milli- 
Applicator gram 
hours 
London 
colpostat 
Manchester 
(plastic) 
Brass (after 
Fletcher’) 


Improvised 


6140 2960 7180 


8808 3686 9428 


10,326 
5760 


3590 
3600 


10,006 
4000 


Average 


Stage II Stage III 


Average Average 
milli- Roentgens 
to each 
parametrium 


Average 
Roentgens 
to each 
parametrium 


gram 
hours 
3434 


5600 2780 


3067 5720 3588 


3484 
3000 


7352 3690 


ectomy. The latter patient is now nine years 
postoperative. Of course, this is not advocated 
as a means of treatment but it does illustrate 
the evolution of individual treatment technic. 
This was a fortuitous case in that even the 
simple total hysterectomy was not necessary, 
as there was no residual cancer in the surgical 
specimen. 

The patients with Stage II lesion have been 
treated primarily by radium and x-ray ther- 
apy, as tabulated in table 3. 


Of a total of 53 cases of Stage II lesion, 42 
were treated with radium and x-ray therapy, 
and 10 with radium treatment only. The re- 
maining patient had initial radium therapy, 
and subsequently a hysterectomy done else- 
where showed cancer in one iliac node one 
year later. Patients who received only radium 
treatment were selected because of the early 
stage of disease in 8 instances, and advanced 
age in 2 instances (79 and 83 years). 


Treatment results in patients with Stage III 
lesions have, of course, been disappointing. 
There have been 15 of these patients, 13 of 
whom were treated with radium plus x-ray. 
Of the remaining 2 patients, one was treated 
with x-ray alone, and one with x-ray, radium, 
and surgery. The former patient died 17 days 
after completion of x-ray and before radium 
therapy could be given. This patient had a 
fibroid tumor which extended up to the um- 
bilicus and the exact cause of death could not 
be determined. The remaining Stage III pa- 
tient had x-ray and radium therapy and also 
a radical hysterectomy seven months after 
completion of radiotherapy. At operation an 
extensive inoperable cervical carcinoma was 
found. 


General Therapeutic Principles 


Since both external roentgenotherapy and 


internal application cause some vaginal shrink- 
age, radium is used first whenever possible in 
order that more adequate separation of the 
vaginal surfaces can be obtained. Also, radium 
is used vaginally first if the lesion is partic- 
ularly dirty or there is difficulty in finding 
the cervical canal. In these instances the treat- 
ment plan is varied in order to achieve great- 
er fractionation of dosage. Hence, the vaginal 
radium applicators are employed and the 
radium remains for the usual 72 hours. This 
radium is then removed and a week later 
vaginal radium plus the intrauterine tandem 
applicator is implanted and remains for 72 
hours. One week after the second radium 
treatment the intrauterine tandem applicator 
alone is inserted and it, too, remains for 72 
hours. In this way the full course of radium 
treatment is completed in three applications 
rather than the usual two applications. The 
total milligram hours are, of course, given, but 
the patient is irradiated more slowly when 
the dosage is fractionated in this way. 

X-ray has been employed as an_alter- 
native to vaginal radium alone in order to 
clear cervical infection. This has been used in 
preference to transvaginal x-ray therapy, since 
it has proved satisfactory, and familiarity with 
this type of treatment has afforded a greater 
sense of security. There is very little shrink- 
age of the vaginal tissues from external 
radiation. 


In some instances radium therapy is ap- 
plied after the patient has had about half of 
the usual course of external irradiation. This 
external irradiation is delivered through 
direct anterior-posterior ports with lead 
shielding to protect the midline because this 
area will be treated later by radium. 


There are technics in which external ir- 
radiation is directed to the entire pelvis, but 
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we have chosen to protect the midline and 
carry out our routine technic of external ir- 
radiation. In such instances, the “side scatter” 
from the anteroposterior beam has helped re- 
duce the cervical infection. 


Complications from Radiation Therapy 


The complications from radiation therapy 
have been minimal. Correlation of the stage 
of the disease with the milligram hours, type 
of applicator, and roentgens to each para- 
metrium, summarized in the accompanying 
table (Table 4), demonstrates the advantages 
afforded by use of the Manchester ovoids. 


The so-called brass ovoids are applicators 
employed by Fletcher.' This applicator in- 
corporates the fundamental features of all the 
other radium applicators in our opinion. It 
will be noted that there is a marked increase 
in the number of milligram hours that is de- 
livered and this is explained on the basis of 
the inverse square law! (Fig. 1). 


It might also be noted that in the earlier 
lesions an increased radium dosage can be de- 


FIG. 1 


Fletcher brass vaginal applicators, cervical tandems, tandem 
instrument for insertion, and plastic jackets to fit over the 
vaginal applicators. 
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FIG. 2 


_—_ Clark cervical tandem and cork trimmed to fit vaginal 
vault. 


livered because there is less distortion of the 
anatomy from extension of the neoplasm. The 
radium sources can be advantageously placed 
and thus better dosage administered. It can 
also be seen that about 3,500 r. tumor dose to 
each parametrium is the desirable dosage, and 
the usual amount delivered. 


External x-ray therapy must be carefully 
planned. The anteroposterior diameter of the 
patient should be measured carefully and the 
tumor dose calculated. When 3,000 r. has been 
delivered, reassessment is indicated before 
more x-ray treatment is given. We have found 
3,000 to 3,500 r. is safe and will offer some pos- 
sibility of control to metastatic deposits and 
can be given with conventional 250 K.V. 
equipment. Tumor doses of x-ray over 3,500 r. 
are very likely to precipitate complications in 
the bowel and quite probably offers very little 
more toward control of the disease. 


The so-called improvised applicator refers 
to the type of radium applicator utilized 
around 1946 and 1947. A cork is cut to fit the 
vaginal vault and two or three radium sources 
are placed inside the cork which is used as 
a vaginal applicator (Fig. 2). The London 
colpostats were utilized in 31 cases, and one 
serious pelvic abscess occurred (Fig. 3). This 
was in 1949 and resulted from failure to re- 
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move the radium after the patient had de- 
veloped a febrile reaction. Consequently the 
therapeutic routine has been modified so that 
the patient’s temperature is recorded every 
four hours during the day and night. If the 
temperature becomes elevated to 101 degrees 
and remains elevated over a period of six 
hours, the radium is removed immediately. 
Usually treatment can be reinstituted within 
a week, and, with more fractionation, ade- 
quate dosage can be delivered. 

Intracavitary radium should rarely if ever 
be administered to patients who have fever. 
It has been found safer to remove the radium 
than to depend upon antibiotic therapy dur- 
ing the time the radium is in place. If this 
rule is followed the morbidity of the radiation 
therapy will be greatly reduced. It should also 
be remembered that radiotherapy has an ad- 
verse effect in the presence of infection, and 
there may be a paradoxical deposition of 
fibrous tissue in such circumstances. Slowly 
administered x-ray irradiation can occasion- 
ally be given to infected febrile patients with 
antibiotic and other supportive measures. In 


FIG. 3 


London colpostats and cervical tandems. 


Plastic Manchester vaginal ovoids and cervical tandems. 


such gpstances, routine x-ray therapy with 
midline shielding is begun and the patient is 
carefully observed for signs of peritonitis. Ex- 
ternal roentgen therapy does not precipitate 
complications that are as severe or as frequent 
as intracavitary radium therapy. 


A total of 39 patients were treated with the 
Manchester plastic ovoids (Fig. 4). In this 
group there was one rectovaginal fistula. This 
patient had a large lesion of the cervix which 
was infected and this complication may have 
resulted from an error in technic. The patient 
was initially treated six years ago, and four 
years ago a colostomy was done. She is well 
adjusted and there is no evidence of disease 
at the present time. 

None of the 41 patients treated with the 
brass ovoids has had any serious difficulty 
from the usual complications of radiotherapy. 
One individual had serious necrosis, a prob- 
able result of overirradiation. The patient 
was treated with x-ray and radium, and, after 
a thorough review of the treatment, it is be- 
lieved that the dosage was in excess of tol- 
erance. 


The complication that resulted from treat- 
ment of one patient with x-ray and radium in 
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TABLE 5 
SURVIVAL RATES 
Stage Number of Survival Living and Number 
of Patients two or well less than of 
Disease Treated more years two years Deaths 
Stage O 20 10 10 0 
Stage I 47 38 17 2 
Stage II 53 28 12 13 
Stage III 15 4 3 8 
Unclassified 3 0 2 1 
Total 138 80 34 24 


1952 had an interesting aspect. She developed 
a fistula over the right anterior treatment port 
area. Resection of a segment of small intes- 
tine showed that this complication resulted 
from adherence of the small bowel to the 
anterior abdominal wall which had occurred 
after rupture of the appendix treated many 
years before. The patient was then, and is 
now completely free of neoplastic disease. The 
survival rates are summarized in table 5. 


Conclusion 


Early diagnosis of cancer of the cervix is a 
major responsibility of the clinician, and in 
private practice patients are diagnosed while 
still in the early stages of disease. To the 
physician in private practice who has de- 
veloped a special interest and has acquired 
special skills, treatment of many of these pa- 
tients may also become a necessity in order 
not to lose the advantages of early diagnosis. 
A total of 212 cases of cervical cancer have 
been reviewed and the salient features of 
diagnosis, treatment, and complication in 138 
cases have been described. The necessity of 
careful individualization of the treatment 
plan is especially emphasized. 
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Discussion (Abstract) 


Dr. Joseph W. Kelso, Oklahoma City, Okla. I should 
like to relate what I have been able to accomplish 
with surgical management of these cases, and I shall 
refer to the cases in which treatment was five years 
ago or longer. 

I assume that Dr. Wall’s classification was Interna- 
tional. I dislike to admit that I disagree with that 
classification, but I subscribe to “when-you-can’t-lick- 
them, join-them,” and I have 55 cases which have been 
managed five years or more in Group I, of which 85.4 
per cent of the patients are alive and well. I have 26 
cases in Group II, of which 17 patients are alive and 


well, for 65.3 per cent, or an over-all percentage of 
five-year survivals of 79.1 per cent. 

There is, however, a more interesting group. They 
are the ones who had metastatic cancer to the lymph 
nodes. Of those which have been managed five years 
or more, we have had 15, of whom 9 are alive and 
well, for a 60 per cent survival of advanced cancer. 
Four of these cases of metastatic cancer fell into 
Group I, International, of which 3 patients are alive 
and well, and 11 are in Group II, with 6 alive ‘and 
well and free of any evidence of disease. I think that 
figure demands your close consideration and world- 
wide comparison. 


Dr. Walter A. Ruch, Memphis, Tenn. I realize this 
is the Section on Gynecology, but I would like to ask 
a question for the benefit of the obstetricians present. 

I do not believe either of these two gentlemen, Dr. 
Kelso or Dr. Wall, mentioned anything about ob- 
stetrical patients. I think it is pretty well understood 
that the cytologic changes during pregnancy compli- 
cate the Papanicolaou stains, but I would like to hear 
from Dr. Wall whether he thinks this is true and, if 
a biopsy is taken early in pregnancy, just how you 
would follow through on that case. If you do not do 
a routine Papanicolaou smear in cases of pregnancy, 
at what time postpartum do you feel one can recog- 
nize any changes? 


Dr. Wall (Closing). Dr. Kelso, I did not quite under- 
stand your point. Where we do multiple punch 
biopsies in diagnosing Stage 0 carcinoma, is it always 
verified subsequently by sharp conization? Of course, 
this is the International classification. I do not think 
even Dr. Kelso can buck that! That is about the only 
thing that has been preserved and made “Interna- 
tional.” 


A survival rate of 79.1 is certainly commendable. 
I think that one is certainly in the “big league.” And 
a 60 per cent survival in those 15 patients with lymph 
node metastasis is the highest I know about. I think 
Victor Bonney’s rate was about 20 or 22 per cent in 
those that had lymph node metastasis (200 patients 
with positive lymph nodes) . 

In answer to Dr. Ruch’s question about the obstetri- 
cal patient, I have one patient that had been diagnosed 
cancer during the last trimester of pregnancy and she 
was delivered from below by the referring physician; 
I then treated the patient about eight weeks post- 
partum. Rebiopsy proved the presence of invasive 
carcinoma. She has been living and well for over 4 
years. I think that is nothing in the world but luck. 
In going over this case, I do not know how we did it. 
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I do not know too much about the biopsy in early 
pregnancy. I do not do obstetrics though I see some 
patients in the first trimester of pregnancy. I think I 
am in the company of some who can give you more 
information about the interpretation of biopsies in 


4 


the presence of pregnancy a whole lot better than I 
can. I know you have to be much more cautious in 
making a diagnosis of carcinoma in situ in the pres- 
ence of pregnancy because of the concomitant changes 
in the cervix. 


WANTED-2,000 NEW MEMBERS 


Don’t you think it would be extra special if we could add 


2,000 new members to our roster by this time next year? We 
think it would, but a lot depends on you. 

Now, here’s a plan that we think will work—We have a 
little less than 10,000 members at the present time. If five 
members could get just one physician to join SMA, then 
we would have our set quota of 2,000. Talk to four other 
member physicians in your city, and the five of you get the 


sixth. We think it will work, what about you? 
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Reverse Flow 


Patent Ductus Arteriosus with 
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FRANK LONDON, M.D., Knoxville, Tenn., THOMAS D. 
STEVENSON, M.D., ANDREW G. MORROW, M.D., and 


J. ALEX HALLER, M.D.,7 Bethesda, Md. 


Unusually the shunt is right to left in instances of patent ductus arteriosus. This uncommon 


situation is discussed with regard to pathogenesis, physiologic effects, prognosis and treatment. 


THE DIAGNOSIS OF PATENT DUCTUS ARTERIOSUS 
is usually relatively simple because of the asso- 
ciated characteristic continuous murmur. Pa- 
tients with a patent ductus may not exhibit 
a continuous murmur under three circum- 
stances: (1) in infancy, (2) when congestive 
heart failure is present or, (3) when severe 
pulmonary hypertension develops.‘* The 
mechanisms by which pulmonary hyperten- 
sion is produced in patent ductus arteriosus 
are not understood.* Although the increase 
in pulmonary artery pressure is usually mod- 
erate, occasionally it may be of sufficient mag- 
nitude to equal or exceed the aortic pressure.® 
The predominant flow of blood through the 
ductus is then from the pulmonary artery to 
the aorta producing arterial blood oxygen 
desaturation. The clinical syndrome which 
results is characterized by cyanosis, clubbing, 
polycythemia, dyspnea, variable cardiac mur- 
murs, right ventricular hypertrophy and fre- 
quently hemoptysis. Since it may simulate 
many other types of congenital heart disease, 
this syndrome presents unusual diagnostic 
and therapeutic problems. 

Recent experiences with three adult pa- 
tients who had experiences with this syn- 
drome emphasize the limitations of angio- 
cardiography and cardiac catheterization in 
the diagnosis of reverse ductus. The problems 
of the proper therapy for this group of pa- 
tients have also been explored. The clini- 
cal and physiologic findings in these three 
patients together with a review of 47 docu- 
mented cases previously reported constitute 
the basis of this report. 


+From the Clinic of General Medicine and Experimental 
Therapeutics and the Clinic of Surgery, National Heart In- 
stitute, Bethesda, Md. 


Case reports illustrate the physiologic abnormalities. 


Case Studies 


Case 1. R. B., a 32 year old white man, was admitted 
to the National Heart Institute in December, 1954, 
complaining of progressive dyspnea on exertion. A 
heart murmur had been detected at birth, and be- 
tween the age of 6 months and 5 years intermittent 
cyanosis and easy fatigability were noted. He was then 
asymptomatic until the age of 30 when he experienced 
diplopia and was told that his blood was “too thick.” 
Periodic phlebotomy was advised and with this treat- 
ment his symptoms disappeared. One year prior to 
admission he developed dyspnea on severe exertion 
which had progressed to the extent that he was unable 
to climb a flight of stairs. His lips and nail beds had 
been cyanotic for six months prior to admission. 


Examination revealed dusky cyanosis of the nail 
beds and mucous membranes, but no clubbing of 
the digits. The blood pressure was 130/72 in each 
arm. The pulse was collapsing in quality and had a 
rate of 64. There was slight prominence of the left 
hemithorax with a systolic “lifting” of the chest wall. 
A Grade III decrescendo diastolic murmur was heard 
along the left sternal border and was maximal in 
the second intercostal space. The pulmonic second 
sound was markedly accentuated. 


Laboratory studies revealed a hemoglobin of 124 
Gm., hematocrit of 50, and erythrocyte count of 83 
million. The electrocardiogram showed right ven- 
tricular hypertrophy (Fig. 1). Chest x-ray films and 
fluoroscopy demonstrated enlargement of the right 
ventricle and pulmonary artery (Fig. 2). 

The results of physiologic studies performed are 
presented in tables 1, 2, and 3. Angiocardiography 
showed simultaneous filling of the descending aorta 
and pulmonary artery. Retrograde aortography failed 
to demonstrate a left to right shunt. 

A left thoracotomy was performed on March 3, 
1955. A ductus measuring 1.8 cm. in diameter was 
dissected free. Occlusion of the ductus for 30 minutes 
was well tolerated. The ductus was divided between 
clamps and the aortic end closed. The clamp on the 
pulmonary artery cut through the friable structure, 
uncontrollable bleeding ensued, and numerous at- 
tempts at suturing were unsuccessful. Autopsy re- 
vealed a large ventricular defect in addition to the 
ductus. 
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Electrocardiograms of three patients with patent ductus arteriosus and reverse flow. 


‘B M.W R& 


Chest roentgenograms of three patients with patent ductus arteriosus and reverse flow showing marked dilatation of the 
pulmonary artery. 


FIG. 1 
v.B. 
FIG. 2 > 
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Case 2. V. B., a 39 year old housewife, was admitted 
to the National Heart Institute with the complaints 
of severe dyspnea on exertion, constricting chest pain, 
and cough. A heart murmur had been detected at 
age 5 but she was asymptomatic until 14 when 
hemoptysis occurred and was followed by the onset 
of dyspnea which gradually increased in severity. She 
had recurrent episodes of hemoptysis and pulmonary 
hemorrhage, one of which required hospitalization 
and transfusion. Approximately two years prior to 
admission she developed substernal pain which ra- 
diated down both arms. The pain was relieved by 
periodic venesection which corrected her polycythemia. 


Cardiac catheterization had been performed else- 
where and revealed high right ventricular and pul- 
monary artery pressures and systemic arterial oxygen 
desaturation. A tentative diagnosis of Eisenmenger’s 
syndrome or primary pulmonary hypertension had 
been made. 

Examination. There was no cyanosis, or clubbing 
of the fingers. The blood pressure was 120/50 and the 
pulse rate 100. The left heart border extended to the 
anterior axillary line. There was a diastolic thrill 
and a Grade IV diastolic murmur maximal in the 
fourth intercostal space at the left sternal border. 
The pulmonic second sound was loud and a soft 
Grade II decrescendo diastolic murmur was heard in 
the pulmonic area. 

The hematocrit was 43 and the electrocardiogram 
showed right ventricular hypertrophy (Fig. 1). Chest 
x-ray films and fluoroscopy revealed enlargement of 
the right ventricle and pulmonary artery (Fig. 2). 

Physiologic studies shown in tables 1, 2, and 3 were 
carried out. Angiocardiography and aortography were 


FIG. 3 
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Artist’s drawing of postmortem findings in patient V.B. 
showing the divided ductus and aneurysmal dilatation of 
the pulmonary artery. (Heart and great vessels seen from left 
and above with portion of the left lung.) 
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not performed because of a history of sensitivity to 
Diodrast. 


A left thoracotomy was done on May 18, 1955. 4 
ductus 2 cm. in diameter was encountered. The aorta, 
main pulmonary artery, and left pulmonary artery 
were completely mobilized. The ductus was occluded 
for 20 minutes with some rise in pulmonary artery 
pressure but the heart action remained excellent, 
The ductus was. divided between clamps and the 
aortic end closed. As closure of the pulmonary artery 
was being completed, bleeding began from the area 
beneath the clamp. Several clamps were applied but 
all cut through the aneurysmal artery as did numerous 
sutures. The patient died of uncontrollable bleeding. 
Autopsy examination revealed a patent ductus, aneu- 
rysmal dilatation of the pulmonary artery, and pul- 
monary arteriolar disease (Fig. 3). 


Case 3. N. W., a 53 year old white man, was referred 
to the National Heart Institute with a diagnosis of 
Eisenmenger’s complex. 


The patient was asymptomatic until 1941 when he 
developed severe precordial pain and loss of conscious- 
ness for which he was hospitalized. He was told that 
he had suffered a “heart attack.” With the exception 
of mild dyspnea, he was asymptomatic until 1950 
when he noted the gradual onset of hoarseness, and 
was told that he had a paralyzed vocal cord. He also 
began to have retrosternal chest pain on exertion 
which was not relieved by nitroglycerin. 


In 1951, cardiac catheterization was done elsewhere 
and elevation of the pulmonary artery and right 
ventricular pressures without a left to right shunt 
was demonstrated. The right brachial artery blood 
showed normal saturation. The tentative diagnosis 
was Eisenmenger’s complex. He had marked poly- 
cythemia which was treated by phlebotomies at inter- 
vals and he was able to work from that time until 
admission in 1954. 


Physical examination revealed a normal white man 
without cyanosis, or clubbing of the fingers. The 
blood pressure was 100/70 and the pulse rate was 74. 
There was no chest deformity. The heart sounds were 
normal except for accentuation of the pulmonic sec- 
ond sound. There was a soft Grade II decrescendo 
diastolic murmur in the second intercostal space near 
the left sternal border. 

The hematocrit was 63 and the electrocardiogram 
(Fig. 1) showed right ventricular hypertrophy. Chest 
x-ray films and fluoroscopy (Fig. 2) showed right 
ventricular and pulmonary artery enlargement. 

Retrograde aortography outlined a large ductus 
(Fig. 4). Physiologic studies are shown in tables | 
and 2. 

Table 1 shows the results of cardiac cathe- 
terization in these patients. Patient M. W. 
had been catheterized in another hospital and 
refused to have this procedure repeated. 
Markedly elevated right ventricular pressure 
with femoral arterial blood desaturation was 
present in each patient but the site of the 
right to left shunt was not determined. Pa- 
tient R. B. showed a rise in oxygen content 
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FIG. 4 


P.A. and lateral view of aortogram on patient M.W. showing filling of the pulmonary artery from the aorta. 


of the blood in the right ventricle and pul- 
monary artery indicative of a left to right 
shunt. The oxygen saturation in the right 
brachial and femoral arteries was measured 
and in each case was higher in the brachial 
than in the femoral artery (Table 2). This 
finding confirmed the diagnosis of patent 
ductus arteriosus with reverse flow. Retro- 
grade aortic catheterization was also done in 
each patient and blood for determination of 
oxygen content was removed at various sites 
in the aorta (Table 2). 


Cases V. B. and M. W. had normal arterial 
oxygen saturation in the proximal aorta with 
a marked drop in saturation at the site of 
the ductus. Case R. B. showed decreased ar- 
terial oxygen saturation just above the aortic 
valve with another striking drop in the area 
of the ductus. The possible causes of the 
desaturation in the proximal arch in this 
patient were thought to be: another defect 
with right to left shunt in addition to the 
ductus, inadequate oxygenation of pulmonary 
venous blood due to lung factors, or retro- 


TABLE 1 
RESULTS OF CARDIAC CATHETERIZATION 


Patient V.B. 
Pressure 0, Sat. 
SVC 
Right Atrium 
Right Ventricle 
Pulmonary Artery 
Pulmonary “Capillary” 
Femoral Artery 


5 mm. Hg. 34% 
5 mm. Hg. 34% 
126/20 45% 
110/58 45% 
Not entered 
138/48 75% 


*This measurement was performed at another hospital. 


Patient R.B. 


Patient M.W. 
Pressure 


Pressure 0, Sat. 


5 mm. Hg. 
5 mm. Hg. 
106/8 
106/64 
14/8 
132/52 


200/0* 
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TABLE 2 


RESULTS OF RETROGRADE AORTIC CATHETERIZA- 
TION WITH SERIAL SAMPLING OF BLOOD AND 
RIGHT BRACHIAL-FEMORAL ARTERIAL 
OXYGEN SATURATION DIFFERENCES 


Site m Aorta Patient R.B. Patient V.B. Patient M.W. 
Per cent Per cent Per cent 

Sinus of Valsalva 78.5 Sat. 97 Sat. 
Origin of Innom- 

inate Artery 75 96 94 
Origin of Left 

Subclavian Artery 71 77 
Area of Ductus 61 68 89 
Abdominal Aorta 61 57 
Right Radial* 81 91 91 
Femoral* 61 75 78 


*Done at different times through needle in femoral and 
right radial artery. 


grade flow of blood from the ductus to the 
aortic valve. Transbronchial left atrial punc- 
ture and left ventricular catheterization were 
attempted in order to study the saturation 
of the blood (and thus detect a right to left 
shunt) in these chambers. This was tech- 
nically unsuccessful and therefore a second 
defect could not be excluded. At autopsy a 
large interventricular defeat was discovered in 
addition to the patent ductus. 


Table 3 shows the results of the inhalation 
for 10 minutes of varying concentrations of 
oxygen on the brachial and femoral arterial 
oxygen saturations. High oxygen concentra- 
tion did not lower the pressure in the pul- 
monary artery sufficiently to abolish the right 
to left shunt through the ductus. The rise 
in oxygen content in the brachial and femoral 
arteries probably reflects only the additional 
dissolved oxygen picked up by the blood 
traversing the pulmonary capillaries. R. B. 


TABLE 3 
EFFECTS OF VARYING CONCENTRATIONS OF INSPIRED 
OXYGEN AND OF PRISCOL ON THE RIGHT 


BRACHIAL-FEMORAL ARTERIAL BLOO 
OXYGEN SATURATIONS 


Patient V.B. Patient R.B. 

I. Oxygen Rt. Radial Femoral Rt. Radial Femoral 
Concentration Percent Percent Per cent Per cent 
1. Room Air 92 Sat.* 77 Sat. 81 Sat. 63 Sat. 
2. 12% 0, 69 47 46 30 
3. 30% 0,* 87 77 82 66 
4. 100% 0,* 105 87 99 81 
II. Priscoline 50 mg. I.V. 

1. 5 minutes 

later 92 76 79 64 
2. 20 minutes 

later 92 76 91 72 


*No allowance for oxygen in physical solution was made in 
calculating the above saturations. 
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showed a rise in both brachial and femoral 
arterial oxygen saturation 20 minutes after 
50 mg. of Priscoline was injected intraven- 
ously. No change occurred following this pro- 
cedure in patient V. B. The rise in saturation 
observed in patient R. B. was interpreted as 
reflecting a decrease in pulmonary artery 
pressure produced by Priscoline. This patient 
was subsequently given 50 mg. of Priscoline 
intramuscularly at two hour intervals for three 
doses and then 40 mg. intravenously, but 
there was no further rise in the arterial 
oxygen saturation. 


Review of Literature 


The reports of 47 patients with patent 
ductus arteriosus and reversal of flow were 
found in the literature prior to June, 1955, 
There were 38 patients in whom the diag- 
nosis was established by physiologic methods 
and 9 in whom the diagnosis was made on 
clinical and pathologic grounds.®° 

There were 33 females and 16 males in 
this group. Their ages range from 4 to 53 
years with the majority in the third decade. 

The chief clinical manifestations of this 
group were dyspnea, fatigue, hemoptysis, pre- 
cordial pain, hoarseness, palpitation and fi- 
nally right heart failure. 

The most important findings on physical 
examination were cyanosis (occasionally more 
marked in the legs than in the arms), club- 
bing, prominence of and a systolic lifting of 
the left hemithorax, and an accentuated pul- 
monic second sound. Murmurs were heard 
in almost every patient but were never typical 
of a ductus and were extremely variable. In 
several patients a diastolic rumble suggestive 
of mitral stenosis was heard. 

Laboratory studies almost invariably showed 
polycythemia. 

X-ray studies of the heart showed right 
ventricular hypertrophy, dilated pulmonary 
arteries, and normal to decreased vascularity 
of the lung. 


Electrocardiograms showed right ventricular 
hypertrophy of the systolic overload type. 
Two patients also had a right ventricular 
conduction defect. 

Twenty-four of these patients had right 
brachial and femoral artery blood oxygen 
determinations and uniformly showed less 
oxygen in the femoral artery blood than in 
the right brachial artery. 
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Cardiac catheterization in these patients 
shows the pressure in the pulmonary artery, 
either systolic or diastolic, equals or exceeds 
the aortic pressure. Most of these patients 
have bidirectional shunts. 

The course of 31 patients with patent 
ductus arteriosus with reverse flow was avail- 
able for review. In 17 cases an attempt was 
made to close the ductus. Six of the patients 
in this group died during the surgical pro- 
cedure, 3 died within 12 hours following the 
operative procedure, one died on the fifth, 
and one on the sixth postoperative day. Sur- 
gery was abandoned prior to closure of the 
ductus in 2 patients because of technical dif- 
ficulty. In one patient the ductus was par- 
tially ligated but subsequently was found to 
be patent. There were 3 patients in whom 
the ductus was successfully closed and the 
patient survived the immediate postoperative 
period. The patient described by Kattus and 
Muller® was followed for three months after 
operation and, although slight subjective im- 
provement was noted, physiologic studies were 
not performed postoperatively. The patient 
reported by Silver?? was studied 10 months 
following successful closure of the ductus and 
there was a marked reduction in the pul- 
monary artery pressure. The ductus was also 
closed without incident in the case described 
by Shepherd?§ with slight subjective improve- 
ment but no physiologic studies were per- 
formed following operation. This patient ex- 
pired suddenly and unexpectedly six months 
following operation. 


In 14 patients in whom surgery was not 
performed, 8 died of “heart failure” and 
one each of pulmonary hemorrhage, ventricu- 
lar fibrillation, sepsis, and in one the cause 
of death was not known. Two patients of the 
group available for review are still living. 

Discussion 

The etiology of pulmonary hypertension 
in patients who present with dilatation of 
the pulmonary conus, a loud pulmonic sec- 
ond sound, right ventricular hypertrophy, 
and usually cyanosis and polycythemia is often 
difficult to establish. Marked pulmonary hy- 
pertension may result from chronic pulmo- 
nary disease, left ventricular failure, mitral 
valve disease, large left to right shunts, and 
primary or secondary pulmonary arteriolar 
disease. Pulmonary function studies aid in 
the recognition of those patients in whom 
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the pulmonary hypertension is secondary to 
pulmonary disease. Cardiac catheterization 
with blood gas studies and determination of 
the pulmonary capillary pressure exclude 
those in whom the pulmonary hypertension 
is secondary to left heart disease or large left 
to right shunts. Pulmonary arteriolar disease 
may be associated with a number of lesions 
such as ventricular septal defect, patent duc- 
tus arteriosus, aorticopulmonary fistula, in- 
teratrial defect, primary and postembolic pul- 
monary hypertension, and certain types of 
transposition. The physiologic and clinical 
findings in these patients are dominated by 
the pulmonary hypertension and the precise 
diagnosis of the associated lesion is difficult. 

Cardiac catheterization may be of limited 
value unless the catheter can be placed 
through a ductus or a septal defect since 
there may be little or no left to right shunt 
when the pressures in the pulmonary artery 
rise to the level of the systemic pressure. If 
a rise in oxygen content is found in the right 
ventricle or pulmonary artery or both, it can- 
not be determined accurately at what level 
the defect lies since pulmonic valvular insuf- 
ficiency or laminar flow from the left ven- 
tricle through a high ventricular defect to 
the pulmonary artery may produce this find- 
ing and make interpretation of the data very 
difficult. 

Venous angiocardiography will demon- 
strate transposition or an atrial defect (with 
right to left shunt) but is of little help in 
differentiating a ventricular septal defect 
from a ductus with reverse flow. In this situa- 
tion early opacification of the aorta may be 
seen without accurate localization of the 
shunt. Selective intracardiac angiocardiog- 
raphy may prove to be more valuable. 

Since most of the, cyanotic and/or poly- 
cythemic patients with pulmonary hyperten- 
sion have either an interventricular defect 
with right to left shunt (Eisenmenger’s com- 
plex) or a patent ductus with reversal of 
flow, it is our opinion that any such indi- 
vidual should have simultaneous femoral and 
right brachial arterial oxygen saturation de- 
termined as described by Burchell.5 If the 
right brachial arterial oxygen saturation is 
normal and the femoral arterial oxygen is 
significantly lower, the diagnosis of reverse 
ductus is clearly established. The only ex- 
ception we know to this statement is the 
report by Fletcher*! of a patient with an 
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aorticopulmonary fistula who had 93.3 per 
cent saturation in the right radial and 92.6 
per cent saturation in the right femoral ar- 
tery. These investigators showed the right 
to left shunt in this patient by dye curves. 

If there is desaturation of the blood in the 
right brachial artery and a further significant 
fall in the femoral artery, it is also diagnostic 
of a reverse ductus but the possibility of 
some other factor producing desaturation of 
the brachial artery blood must be considered. 
Five of the 17 reported patients with reverse 
ductus, in whom this procedure was done, 
showed saturation of 90 per cent or less in 
the blood from the right brachial artery. Two 
of these patients died and at autopsy had no 
defect other than the ductus. Thus it is clear 
that retrograde flow in the aorta from the 
ductus may occasionally produce this degree 
of oxygen desaturation in the right brachial 
artery if pulmonary factors can be excluded. 
We are not aware of any studies of oxygen 
saturation of pulmonary venous or left atrial 
blood in patients with reverse ductus. These 
determinations would be necessary to exclude 
pulmonary factors. These studies were at- 
tempted in one of our patients but because 
of the huge pulmonary artery the needle 
could not be placed in the left atrium. Any 
patient with desaturation in the right radial 
artery should be studied by retrograde aortic 
catheterization. Significant desaturation of 
blood in the region of the sinus of Valsalva 
is probably indicative of some other right to 
left shunt and this is particularly true if the 
administration of 100 per cent oxygen does 
not lead to complete saturation of the blood 
at the sinus of Valsalva. If the saturation 
reaches 100 per cent however, it does not 
rule out a shunt. 

Retrograde aortic catheterization is also 
a useful procedure because it allows the 
sampling of blood serially throughout the 
aorta and the determination at which level 
the major shunting occurs. This procedure 
is performed percutaneously using a 13 gauge 
thin-walled needle via the femoral artery and 
a No. 6 Cournand catheter. A normal person 
breathing quietly and regularly shows no 
change in saturation from the sinus of Val- 
salva to the femoral artery. In addition, 
radiopaque media can be injected at chosen 
sites in an attempt to outline an aortico- 
pulmonary fistula or a ductus. We were able 
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to visualize the ductus in patient M. W. by 
this technic. 

The differentiation of reverse ductus from 
Eisenmenger’s complex is of considerable im- 
portance. Since simple ventricular defects can 
now be corrected surgically, a direct attack 
on the ventricular defect in Eisenmenger’s 
complex may be possible in the near future. 
Furthermore, there are now a number of 
patients with patent ductus and reverse flow 
in whom an attempt has been made to close 
the ductus. In one of these patients?* the 
ductus was successfully closed and there was 
a striking diminution in the pulmonary hy- 
pertension. This supports the theory that in 
at least some of these patients the left to 
right shunt is responsible for and perpetuates 
the pulmonary hypertension. Others have 
felt that the pulmonary vascular disease and 
hypertension were of congenital origin and 
that the right to left shunt was merely a 
safety valve to decompress the pulmonary 
circuit. The etiology of the pulmonary hy- 
pertension may vary from patient to patient. 
The assessment of the role of the left to 
right shunt in the production of the pulmo- 
nary vascular disease is of utmost importance. 


It is known that breathing 100 per cent 
oxygen decreases the pulmonary vascular re- 
sistance and the breathing of low oxygen con- 
centrations raises it. Several investigators have 
studied the influence of varying oxygen con- 
centrations on the pulmonary artery pressure 
and arterial oxygen saturations in patients 
with reverse ductus.'-!6.32 The breathing of 
low oxygen has raised the pulmonary artery 
pressure sufficiently to increase the right to 
left shunt.% The administration of high 
oxygen concentrations has not abolished the 
shunt in any case to our knowledge, but it 
has been shown that it may lower the pulmo- 
nary artery pressure in these patients.” It 
has been used during closure of the ductus 
in an attempt to lower the pulmonary artery 
pressure.® 

Dresdale** has shown that intravenous Pris- 
coline may lower the pulmonary artery pres- 
sure in primary pulmonary hypertension and 
it seemed worthwhile to evaluate its effect 
in patients with reverse ductus. If the pul- 
monary artery pressure could be lowered the 
ductus would no longer function as a “safety 
valve” and one of the important theoretical 
objections to operative closure of the ductus 
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would be eliminated. In one of our patients 
the shunt from right to left was markedly 
decreased by this agent (Fig. 4) and it would 
seem that a more extensive trial of this drug 
is warranted. 


The factors which limit the possibility of 
surgical correction of the defect are the ability 
of the heart to tolerate an acute rise in pul- 
monary artery pressure when the ductus is 
occluded, the technical problems associated 
with ligation or division of the ductus, and 
the uncertainty of regression of the pulmo- 
nary hypertension if closure is successful. It 
has been demonstrated that the heart can 
tolerate the acute rise in pulmonary artery 
pressure following occlusion of the ductus in 
some instances, but in others death has oc- 
curred when the ductus was occluded. This 
latter experience has led to the suggestion 
that a pure potential right to left shunt be 
produced by anastomosis of the pulmonary 
artery to the distal end of the divided left sub- 
clavian artery. Such an anastomosis would 
theoretically prevent any striking rise in pul- 
monary artery pressure when the ductus was 
closed. The chief technical problem in closure 
of the ductus is the tense, fragile, thin-walled 
pulmonary artery. Two of our patients died 
of hemorrhage from the pulmonary artery 
during operation. The only patient in whom 
the pulmonary artery pressure was proved to 
decrease following closure of the ductus has 
been referred to previously. Since only three 
patients have survived the acute postoperative 
period, one cannot evaluate the likelihood 
of regression of the changes in the pulmonary 
artery after surgical correction. 


The problem of whether these patients 
with reverse ductus should be operated upon 
is impossible to answer unequivocally. Cer- 
tainly any patient who is symptom-free or 
only mildly incapacitated should not be op- 
erated upon at the present time. The fact 
that only 5 of the 50 patients reviewed lived 
to the age of 40 is evidence of the poor prog- 
nosis if the disease follows its natural course. 
Bailey** refers to the experience of Sones and 
Effler who, using controlled hypotension, 
have been able to successfully close the ductus 
in 10 of 11 patients with pulmonary hyper- 
tension. The physiologic data on these pa- 
uients were not presented and therefore we 
have not included them in this report. These 
results are certainly more encouraging than 
any previous experience, but the majority of 
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these patients had large left to right shunts 
and apparently reverse flow was not predomi- 
nant.*5 It should be emphasized that the 
syndrome reviewed here is one manifested by 
pulmonary artery hypertension which is due 
to markedly elevated pulmonary arteriolar 
resistance with normal or low pulmonary 
blood flow. A patient with patent ductus and 
pulmonary hypertension but increased pulmo- 
nary blood flow is a much better operative 
risk and should have the ductus closed. 


Patients with reverse ductus and low pul- 
monary blood flow apparently have little 
chance of survival when operated on by pres- 
ent technics. Perhaps further experience may 
permit a more successful attack on this lesion 
in the future. Careful follow-up of patients 
in whom the ductus is successfully closed 
will permit final evaluation of the reversi- 
bility of the pulmonary arteriolar lesions. 


Summary 


Three patients with patent ductus arteriosus 
and reverse flow have been studied by cardiac 
catheterization, angiocardiography, retrograde 
aortic catheterization, aortography and by the 
performance of simultaneous right brachial 
and femoral arterial blood oxygen saturation. 
Each patient showed a higher blood oxygen 
saturation in the right brachial than in the 
femoral artery. The administration of high 
concentrations of oxygen did not alter the 
shunt in these patients. In one patient the 
administration of Priscoline decreased the 
right to left shunt and at autopsy this patient 
proved to have a ventricular defect in addi- 
tion to the ductus. 


The presence of desaturated blood in the 
proximal arch of the aorta on retrograde 
aortic catheterization can occur in reverse duc- 
tus due to retrograde flow in the aorta but 
should always raise the question of some 
other cause for its presence. 


The course of 47 patients previously re- 
ported has been reviewed. Only 5 of the 50 
patients here discussed have lived to the age 
of 40. Seventeen of these patients have been 
operated upon in an attempt to close the 
ductus. Three have survived the immediate 
postoperative period. One died six months 
later, the course of one is unknown, and one 
has had a marked diminution in the pulmo- 
nary artery pressure. 


The factors which limit the possibility of 
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successful surgical therapy at present are: in- 
ability of the heart to tolerate the acute rise 
in pulmonary artery pressure when the ductus 
is closed, certain technical problems found 
in the closure of the ductus due to the tense 
thin-walled pulmonary artery, and the pos- 


sibi 


lity that the pulmonary arteriolar lesions 


may not be reversible. 
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Muscle Pedicle Bone Graft in 
Arthrodesis of the Hip: 


A. H. CRENSHAW, M.D.,t Memphis, Tenn. 


The author reports his results in the use of this technic 


in producing an arthrodesis of the hip joint. 


A BONE GRAFT that retains at least partial 
viability after transplantation should promote 
more dependable osteogenesis than a graft 
completely divested of its blood supply. In 
my opinion this is true when a muscle pedicle 
bone graft is used in arthrodesis of the hip. 
Most of the procedures described to produce 
fusion of this joint utilize supplemental bone 
grafts, usually from the ilium. Davis,! in 1952, 
presented a method employing an iliac graft 
which retained its periosteal and muscle at- 
tachments on one surface. His procedure con- 
sisted of an intra-articular fusion supple- 
mented by a muscle pedicle bone graft and 
an intertrochanteric osteotomy. In 1954, he? 
reported 9 cases in adults with degenerative 
arthritis with one failure and bony consolida- 
tion in 8 in an average of 13 weeks. 

Since the presentation of Davis,! in 1952, 
we have used his method, with modifications, 
in 10 cases. These cases form the basis for this 


report. 
Technic 


The anterior iliofemoral approach of 
Smith-Petersen is used. The distal portion is 
developed in the routine manner between 
the rectus femoris and tensor fasciae femoris 
muscles. The sartorius muscle is detached 
from the anterior superior spine of the ilium, 
and the iliacus and abdominal muscles are 
stripped from the crest and medial surface 
of the ilium. The muscles on the lateral sur- 
face are not disturbed. 


By osteotomies in the vertical and lateral 
directions a graft of appropriate size is ob- 
tained from the anterior iliac crest without 
disturbing the attachments of the tensor 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 

+From the Campbell Clinic and the University of Tennessee 
College of Medicine, Memphis, Tenn. 


fasciae femoris and anterior fibers of the 
gluteus medius and minimus muscles. The 
muscle pedicle is developed by sharp dissec- 
tion in line with its fibers, and along with 
the graft is reflected laterally. Bleeding is con- 
trolled with hot packs. 

After detaching the direct head of the rectus 
femoris muscle, the capsule is opened and the 
hip dislocated. Then a routine intra-articular 
arthrodesis is performed and the hip reduced. 
A slot is made in the ilium above the acetabu- 
lum and in the head and neck of the femur 
to receive the graft. The location of the slot 
is determined by placement of the graft over 
the area it is to cover. An intertrochanteric 
osteotomy is then done. The graft is placed in 
the slot and secured with one screw in the 
ilium and one in the neck of the femur. After 
closure of the wound, Davis? immobilizes the 
extremity with skin traction in bed for 7 to 
10 days. Then a spica cast is applied. 


The above technic was not followed in sev- 
eral respects. An osteotomy was performed in 
only 2 cases. Various methods were used for 
fixation of the graft, and in some cases it was 
placed with its wide free surface, rather than 
its edge, in contact with the ilium and femur. 
A spica cast was applied immediately after 
closure in all cases. 


Case Reports 


Case 1. (Fig. 1) E. R., a 16 year old boy, had 
residua from a pyogenic arthritis. On March 7, 1952, 
arthrodesis and subtrochanteric osteotomy were done. 
The graft was fixed with two screws. Ten weeks later 
the fusion was solid but the osteotomy showed de- 


‘layed union. The osteotomy was solid 19 weeks after 


operation. The follow-up period was 29 months. 


Case 2. (Fig. 2) E. J., a 9 year old boy, had proven 
tuberculosis of the hip. Arthrodesis and osteotomy 
were done on July 31, 1952. The graft was secured 
with a screw and wire loop, Ten and one-half months 
later fusion was incomplete but immobilization was 
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discontinued. Consolidation still had not occurred 
after 21 months, but the hip is painless. 


Case 3. (Fig. 3) J. H. a 15 year old boy, had residua 
of a slipped upper femoral epiphysis. Previous treat- 
ment had been osteotomy of the femoral neck and 
fixation with Knowles pins. On January 22, 1953, 
arthrodesis was done and the graft fixed with two 
screws. Consolidation occurred in 13 weeks. Follow-up 
period was nine and a half months. 

Case 4. (Fig. 4) D. M., a 15 year old boy, with 
residua of old untreated slipped upper femoral 
epiphysis had an arthrodesis on February 12, 1953. 


The graft was secured with two screws. Fourteen weeks 
later fusion was solid. Follow-up period was 18 months. 

Case 5. (Fig. 5) B. L. W., a girl, aged ten and a half 
years, had proven tuberculosis of the hip. On April 
2, 1953, arthrodesis was done and the graft fixed with 
chromic sutures. Consolidation was present after 14 
weeks. Follow-up period was 11 months. 

Case 6. (Fig. 6) F. L. L., a 5 year old girl, had 
residua of an old pyogenic arthritis with dislocation. 
On May 21, 1953, fusion was done in wide abduction 
as advocated by Abbott and Fischer.3 The muscle 
pedicle bone graft was secured with two screws. Twelve 
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weeks later fusion was solid. At 5 months she was at Case 7. (Fig. 7) S. S., a boy aged 17, was previously 

full activity and needed an adduction osteotomy. treated for an old slipped upper femoral epiphysis 

Follow-up time was 12 months and the family still by trochanteric osteotomy, but obtained a painful hip, 

had not arranged for an osteotomy to be done. Arthrodesis was done on January 7, 1954, and the 
FIG. 5 
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ARTHRODESIS OF THE HIP—Crenshaw 


TABLE 1 


Time Required Follow-up 
Case Sex Age Diagnosis for Ankylosis (weeks) (months) 
] E.R M 16 Residua of Pyogenic Fusion 10 29 
Arthritis Osteotomy 19 
2 E.J. M 9 Tuberculosis (Proved) Failure 21 
3 J.H. M 15 Residua of Slipped 
Epiphysis 13 9% 
4. D.M. M 15 Residua of Slipped 
Epiphysis 14 18 
5. B.L.W. F 10% Tuberculosis (Proved) 14 11 
6. F.L.L. F 5 Residua of Pyogenic Arthri- 
tis with Dislocation 12 12 
7. S.S. M 17 Residua of Slipped 
Epiphysis 22 15 
8. J.M.F. F 17 Residua of Slipped 
Epiphysis 20 7 
9, C.B. M 18 Avascular Necrosis fol- 
lowing Fracture 14 5 
AJ. F 58 Malum Coxae 13 25 


graft secured with two screws. X-ray films were not 
made out of the cast until 22 weeks later, at which 
time consolidation was present. Follow-up time was 
15 months. 


Case 8. (Fig. 8) J. M. F., a girl, aged 17, was previ- 
ously treated for a slipped upper femoral epiphysis 
by osteotomy of the neck, and insertion of Knowles 
pins. Arthrodesis was done on March 18, 1954, the 
graft being fixed with one screw. Twenty weeks later 
fusion was solid. Follow-up period was 7 months. 


Case 9. (Fig. 9) C. B., a boy, aged 18, developed 
avascular necrosis of the head following fracture of 
the neck of the femur occurring two years previously. 
Arthrodesis was done on March 25, 1955, and the 
graft secured with two screws. Consolidation was pres- 
ent at 14 weeks. Follow-up period was 5 months. 


Case 10. (Fig. 10) A. J., a 58 year old woman, de- 
veloped malum coxae, probably as the result of a 
childhood injury. Subtrochanteric osteotomy was done 
on June 16, 1953. On September 3, 1953, arthrodesis 
was done and the graft fixed with two Knowles pins. 
Thirteen weeks after operation fusion was_ solid. 
Follow-up period was 25 months. 


Results 


Table 1 gives a summary of the results. 
Case 2 was the only failure. The average time 
required for roentgenographic evidence of 
bony fusion following operation in the re- 
maining 9 cases was 15 weeks. The arthrodesis 
was solid in case 1 at 10 weeks, but the osteot- 
omy, which was too low, required an addi- 
tional 9 weeks for union. Davis? warns that 
delayed union may occur unless the osteotomy 
is done in the intertrochanteric area. In case 
7 an x-ray examination was done at 14 weeks 
while in the cast, and the fusion was probably 
solid at that time. However, immobilization 
was continued for an additional 8 weeks. 
Case 8 required 20 weeks for consolidation. 
The other 6 cases consolidated in 12 to 14 
weeks. 


Comment 


Davis and Taylor,* and Hartley and Silver® 
have shown in experimental studies that a 
portion of a graft attached to a muscle pedicle 
may remain viable. Our grafts definitely 
showed active bleeding from the free surfaces 
before transplantation. We believe that the 
rapidity of consolidation which occurred in 
some instances may have been due to the 
presence of some viable bone in the grafts. 

It is my impression that in this small group 
of cases fusion occurred somewhat earlier 
than following an intra-articular arthrodesis 
supplemented by a free graft. This is especial- 
ly true since each case was done by a resident, 
and was often his first arthrodesis. The tro- 
chanteric osteotomy was not done in most 
instances due to the operative time required 
under these circumstances. I feel, however, 
that a properly placed osteotomy is a valuable 
adjunct to arthrodesis of the hip. 


References 


1. Davis, J. B.: Exhibit at American Academy of Ortho- 
paedic Surgeons, 1952. 

2. Davis, J. B.: The Muscle-Pedicle Bone Graft in Hip 
Fusion, J. Bone & Joint Surg. 36-A:790, 1954. 

3. Abbott, L. C., and Fischer, F. J.: Arthrodesis of the Hip. 
With Special Reference to a Method of Securing Ankylosis 
in Massive Destruction of the Joint, Surg. Gynec. & Obst. 
52:863, 1931. 

4. Davis, J. B., and Taylor, A. N.: Muscle Pedicle Bone 
Grafts. Experimental Study, Arch. Surg. 65:330, 1952. 

5. Hartley, J., and Silver, N.: Muscle-pedicle Bone Grafts, 
J. Bone & Joint Surg. 36-A:800, 1954. 


Discussion (Abstract) 


Dr. Robert B. Elliott, Houston, Tex. 1 wish to 
compliment Dr. Crenshaw upon his presentation of 
this paper. The results are excellent, and the subject 
matter is particularly timely. The tide of orthopedic 
surgery ebbs and flows, and we have now gone from 
the period of hip reconstruction procedures along the 
lines of McMurray and Colonna and others, through 
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the period of hip arthrodesis with the many modifica- 
tions as suggested by Albee, Hibbs, Chandler, Ghorm- 
ley, Bosworth, and others. The different technics 
of intra-articular and extra-articular and combined 
methods of hip fusion occupied the literature for 
many years. Then, with improved materials, new anti- 
biotics, and almost complete eradication of tubercu- 
losis of the joints (formerly the major cause for hip 
fusion), we passed into the present era of reconstruc- 
tive hip arthroplasties, using prostheses along the 
lines of Judet, Eicher, Moore, Thompson, and all the 
others. 


One reason for this resurgence of popularity of the 
arthroplasties has been the orthopedic dream of being 
able to preserve motion in the joint, but another 
equally major reason has been the fact that fusion 
of the hip in the past has often been difficult and 
disappointing. Nonunion has been reported in from 
20 to 30 per cent of the cases, and immobilization in 
bed and in plaster spica casts has required usually 
the better part of 6 months or more. Stiff knees were 
the rule rather than the exception. With this back- 
ground, prosthetic arthroplasty has literally swept the 
country in the past few years. The initial wave of 
enthusiasm for hip prostheses has now settled down 
into more realistic proportions, fortunately, so that 
we now know that the prosthesis is not the answer to 
all bad hip problems, and further we are now seeing 
in ever increasing numbers cases where the prosthesis 
hip has gone bad and something else has to be done. 


There are many of us now who feel that a hip 
fusion operation is not a bad operation to be done 
as a last resort only; a good hip fusion is a strong 
and stable and painless hip which lasts for life, as an 
excellent functional result. Therefore this paper is 
indeed timely, for it again brings to our attention 
this operation of hip fusion being performed in 
younger individuals (adults) in conditions where 
prostheses have in recent years been given first con- 
sideration. Further, this paper now also points out a 
better way of doing this fusion operation so that 
many of the former shortcomings are now minimized. 


Stinchfield and Cavallarol studied 117 cases of 
arthrodesis of the hip in 1949, and found nonunion 
in 23 per cent of the cases. The bony union time 
averaged about 28 weeks. Dr. Crenshaw’s figures on 10 
cases shows a nonunion percentage of only 10 per cent, 
and the bony union time averages 15 weeks. The orig- 
inal paper by Dr. Joe Davis describing this muscle 
pedicle bone graft in 9 patients showed a nonunion 
rate of about 12 per cent and an average bony union 
time of 13 weeks.2 Thus, these two papers correlate 
well and tend to verify each other. If this is true, 
this method of hip fusion now offers us a method 
which will reduce our nonunions to less than half 
their former proportions, and also cut our healing 
time to less than half that required originally. This 
difference is believed due to the muscle pedicle bone 
graft used, and to me constitutes the main important 
theme of this paper. Following Dr. Davis’ original 
work, Hartley and Silver devised an ingenious animal 


1. Stinchfield, F. E., and Cavallaro, W. V.: Arthrodesis of 
the Hip Joint. A Follow-up Study, J. Bone & Joint Surg. 
$2-A:48, 1950. 

2. Davis, Joe B.: The Muscle-Pedicle gd Ds in Hip 

Fusion, J. Bone & Joint Surg. 36-A:790, 
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experiment in which they were able to prove con. 
clusively that such a muscle pedicle could keep a 
bone attachment alive when transplanted, and could 
actively contribute to osteogenesis.3 Thus the physio. 
logic background has been proved, and the clinical 
successful application has now been verified by Dr, 
Davis and by Dr. Crenshaw. d 


Hartley and Silver found that the amount of bone 
attached to the pedicle did vary in the amount that 
survived and the amount that died and constituted 
an autogenous bone graft. The amount that remained 
alive to contribute osteogenesis varied from 13 to 100 
per cent of the bone. Further, in any pedicle the cen- 
tral portion is going to get more blood nourishment 
than either of the ends. With this in mind, I raise 
the suggestion to the authors that perhaps more viable 
bone might be present if they were to remove the 
inner iliac cortex portion of the graft since this seems 
least likely to survive, and to utilize the cancellous 
surface thereby left present in placement in the pre- 
pared field. In moving any pedicle great care must 
be taken to preserve and not hamper or twist the 
nerve and blood supply to the pedicle, or gangrene 
of the pedicle will occur, or in a lesser extreme, 
fibrotic scarring and attrition of the pedicle and at- 
tached bone. The superior gluteal nerve and superior 
gluteal artery pass from the sciatic notch anteriorly 
into the pedicle. I would like to ask the authors if 
they have had any difficulty in preserving this blood 
supply in developing their pedicle. 

It seems to me that future developments in hip 
fusion are likely to occur along two lines: one being 
the transplantation of living bone to accomplish the 
fusion result, as Dr. Crenshaw is doing, and the other 
line of thought being to accomplish compression 
arthrodesis of the hip along the lines of compression 
arthrodesis of the knee and ankle which have been 
so successful. The technical application in the hip, 
however, presents a great problem yet to be solved. 
For the meantime, therefore, the method presented by 
Dr. Crenshaw seems to offer the most hope and based 
on comparative results seems to constitute an out- 
standing advance which will open up new possibilities 
to us. However, in all of these cases but one (and that 
one developed a nonunion) in the two series of Dr. 
Davis and Dr. Crenshaw the femoral head was still 
present. I wonder how they would apply this technic 
with the femoral head missing as in the prosthesis 
cases which have gone bad. It is difficult for me to 
imagine successful application of this method in such 
an instance where the femoral head and neck are 
gone. Perhaps in a future paper they will be able to 
show us a satisfactory technic utilizing the muscle 
pedicle bone graft applied to a femoral stump situa- 
tion. I would like to call your attention to a little- 
known method of arthrodesis of the hip for just 
such a situation where the femoral head and neck are 
gone, namely the wide abduction arthrodesis of the 
hip as performed by Dr. Leroy Abbott of California. 
This method places the freshened stump into the pre- 
pared acetabulum and holds it firmly there by means 
of wide abduction of the leg, utilizing the adductor 
muscle group for firm impaction, and this adheres to 


8. Hartley, Joel, and Silver, Norman: Muscle-Pedicle Bone 
Grafts, J. Bone & Joint Surg. 36-A:800, 1954. 
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the contact-compression principles of Eggers. A later 
osteotomy brings the leg down into proper walking 
position. This fusion operation was first described 
about 25 years ago, and was again published in the 
December, 1954, issue of the Journal of Bone and 
Joint Surgery, for those of you who would like to 
look it up. 

Again I wish to express my appreciation to Dr. 
Crenshaw for an excellent paper, with excellent results, 
confirming the benefit of the muscle pedicle bone 
graft in shortening the healing time and in decreasing 
the percentage of nonunions. The presentation has 
been most timely. 

Dr. George W. N. Eggers, Galveston, Tex. 1 should 
like to ask whether you include the anterior superior 
iliac spine in the full thickness of the iliac graft. 

Dr. Crenshaw (Closing). I wish to thank Dr. Elliott 
for his kind remarks. I do believe that he has a good 
point suggesting that we remove the inner cortex of 
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the graft since I feel sure that this cortex will lose 
viability; however, this would have the disadvantage 
of reducing the total mass of the graft. Dr. Elliott 
mentioned the preservation of specific arteries in trans- 
planting the graft. I cannot state with certainty 
whether or not these arteries are preserved but do 
know that there is active bleeding from the free 
surfaces of the graft. 

I think that he answered the question about the 
possible procedure to be used when the femoral head 
is absent. The abduction method of Abbott and Fisher, 
followed by an osteotomy, is an excellent procedure. 


Dr. Eggers asked if the entire thickness of the anter- 
ior superior spine is used in the graft. It is, and the 
graft includes the spine and a portion of the iliac 
crest posteriorly. It is hard to describe the technic, 
but the original article by Davis has very adequate 
illustrations. 


I wish to thank Dr. Elliott and Dr. Eggers again. 


DOCTOR: 


You may now purchase a complimentary subscription to the Journal 


for an intern or resident friend. See order form and special rate in this 
issue. 
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Surgical Treatment of Meniere’s 


Disease* 


FRED R. GUILFORD, M.D., W. K. WRIGHT, M.D., and 


W. L. DRAPER, M.D., Houston, Tex. 


The authors discuss the technics and results of surgical 


treatment of intractable Meniere’s syndrome. 


RECURRENT VERTIGO due to changes in the 
labyrinth has long been a problem in medical 
therapy and, in recent years, a problem to 
some extent in surgical therapy. While a 
large majority of cases are treated by con- 
servative means, the severe intractable cases 
of Meniere’s disease may often require laby- 
rinthotomy and removal of the membranous 
labyrinth. 


Pathogenesis and Clinical Course 


Cawthorne,! in his Hunterian lecture in 
1949, admirably reviewed the development of 
our knowledge regarding labyrinthine physi- 
ology, pathology and therapy as it concerns 
Meniere’s disease. It is of historical interest to 
note that in 1874 and 1875, independent ob- 
servations by Mach,? Breuer! and Crum- 
Brown! explained the mechanism of the semi- 
circular canals to form a basis for our present 
understanding of vestibular physiology. Mag- 
nus and deKleijn,? in 1912, Magnus,‘ in 1924, 
and McNally,® in 1933, confirmed and ampli- 
fied the work of Breuer! in 1874 concerning 
the stimulation of the utricle by the position 
of the head in space. In 1938, Hallpike and 
Cairns® explained changes in the labyrinth 
associated with Meniere’s disease by histologic 
examination of the labyrinth in two cases. 
They found the abnormality to be within the 
labyrinth and stated that the essential mech- 
anism of the disorder was an obstructive dis- 
tention of the endolymph system. These find- 
ings were confirmed by Lindsay? and others 
and the term “hydrops” of the labyrinth was 
suggested as a descriptive term for the condi- 
tion. Recently in an exhibit, Lempert has 
suggested an invasion of the labyrinth by a 

*Read before the Section on Ophthalmology and Otolaryn- 


gology, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


virus as the cause for the symptoms of Men- 
iere’s disease. 


Regardless of the cause of the condition, 
those patients considered as subjects for the 
surgical intervention in Méeniere’s disease 
have a crippled labyrinth which recurrently 
sends unnatural stimuli to the central nerv- 
ous system, resulting in recurrent attacks of 
severe vertigo, prostration, nausea and vomit- 
ing, the acute attack lasting from a few hours 
to two to three days. With the acute attack 
the hearing is usually depressed in the in- 
volved ear as an early associated finding. 
Early in the process hearing improves after 
the acute attack subsides but, as the attacks 
become more frequent, the improvement in 
hearing following an attack is less consistent. 
Finally, the hearing remains poor in the in- 
volved ear as shown in figure 1 with the 
characteristic finding of much poorer speech 
perception than would be expected judging 
from the loss of pure-tone. This audiologic 


FIG. 1 


Audiometry findings of air conduction and speech in a 
patient with hydrops of the labyrinth. Note marked im- 
pairment of speech discrimination, as illustrated by the 6 
per cent score found on the Phonetically Balanced Maximum 
line for the left ear. Note the marked disproportion be- 
tween the pure-tone threshold and the speech perception 
score in the left ear. 
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finding is characteristically found in the 
severe case of unilateral hydrops chosen for 
surgical treatment. Some of these patients may 
experience a remission of symptoms under 
conservative therapy, but in other patients the 
condition is irreversible and may be changed 
only by surgical therapy when indicated. 


Surgical Treatment 


The historical aspects of the development 
of surgical therapy for Meniere’s disease are 
of interest. The first operations for relief of 
vertigo of noninfective origin were done in 
England, in 1904, by Lake® and, in 1912, by 
Milligan.® Crockett, in 1914, removed the 
stapes for decompression of the labyrinth, and 
Portmann,!® in 1927, drained the saccus en- 
dolymphaticus with the object of relieving 
the pressure within the labyrinth. Hautant,'! 
in 1934, punctured the membranous external 
semicircular canal and Mollison,?? in 1931, in- 
jected alcohol into the perilymphatic space 
through an opening in the bony horizontal 
semicircular canal. Wright,!* in 1937, also in- 
jected alcohol into the labyrinth via an open- 
ing into the tympanic membrane and foot- 
plate of the stapes, while Berggren'* 1939, 
used an opening in the promontory. Lem- 
pert,!> in 1948, described a technic of drain- 
ing the labyrinth by removing the stapes and 
enlarging the round window. Putnam,'¢ 1938, 
and Day,!? 1943, applied diathermy coagula- 
tive current within the labyrinth in an at- 
tempt to disrupt the vestibular mechanism 
without disturbing the cochlear function. In- 
tracranial section of the eighth nerve was ad- 
vocated by Dandy!® in 1928. Section of the 
vestibular portion only, leaving the cochlear 
division intact, was advocated by McKenzie! 
in 1932. Morgan and Baumgartner,! in 1934, 
excised the stellate ganglion, and Passe and 
Seymour,!® in 1948, divided the vertebral 
artery and excised the stellate ganglion. 

The Cawthorne operation, or its modifica- 
tion, has been the most widely accepted pro- 
cedure for the surgical correction of the symp- 
toms of Meniere’s disease in the years since 
its acceptance in 1938, and the results of the 
first 50 cases were reported in 1943. In this 
operation the labyrinth is approached by the 
postauricular or the endaural route, the cor- 
tex of the mastoid bone is removed and the 
antrum identified. The horizontal semicir- 
cular canal is exposed without encroaching 


MENIERE’S DISEASE—Guilford et al. 179 


on the external auditory meatus. Enough of 
the outer attic wall is removed to properly vis- 
ualize the incus and the head of the malleus. 
The incus is removed and under magnifica- 
tion the bony horizontal semicircular canal is 
widely opened over its convexity by means of 
a surgical bone engine and a diamond burr. 
The horizontal membranous canal is grasped 
with a fine-toothed ophthalmic forceps, ac- 
cording to the method of Cawthorne, and is 
drawn out and removed. As mentioned 
previously, Day modified this procedure by 
using the coagulative current of the diathermy 
to destroy the functioning vestibular portion 
of the labyrinth hoping to retain the audi- 
tory function. However, Day later used meth- 
ods to remove the horizontal membranous 
canal and advised against attempting to pre- 
serve hearing, since the hearing which re- 
mains in the severely involved ear with 
Meniere’s disease is no longer useful to the 
patient and may actually be detrimental, as 
will be illustrated. 


Frenckner,? in 1952, advocated fenestra- 
tion of the horizontal semicircular canal, and 
blocking of the horizontal semicircular canal 
with cartilage to compress the membranous 
canal. In addition, he advised thorough re- 
moval of Jacobson’s nerve from the promon- 
tory (so-called “‘sympathectomy”), and cut- 
ting the chorda tympani nerve as well as the 
tensor tympani and stapedius tendons in an 
effort to relieve the vertigo and tinnitus with- 
out destroying the hearing in the involved 
ear. While this operation appeared to con-, 
trol the tinnitus and vertigo, it did not sat- 
isfactorily allow for retention of hearing. 


In reviewing the results of operations de- 
signed to destroy the membranous labyrinth, 
(1) by cauterization or chemical destruction 
with alcohol, one notes occasional facial 
paralysis as a complication, or (2) by removal 
of the membranous horizontal semicircular 
canal through an opening in the horizontal 
semicircular canal, incomplete control of 
symptoms or recurrence of some forms of the 
vertigo may occur. The latter is illustrated 
by Cawthorne’s results of 12 failures in 159 
cases, Lindsay’s*! one failure in 10 cases, and 
the continuance of mild vertigo in two of 
Shambaugh’s”? 12 cases (Fig. 2). 

Complete destruction of the vestibular 
sense organs by removal of the contents of 
the vestibule as well as the horizontal an- 
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Auditory findings of air conduction, bone conduction and 

h in an early case of hydrops of the labyrinth in the 
left ear. Patient is unsuitable for destructive labyrinthotomy 
due to the presence of practical hearing remaining in the 
involved ear, However, the speech discrimination is depressed 
out of proportion to the pure-tone loss. This patient was 
relieved of vertiginous attacks following chorda tympani sec- 
tion and section of Jacobson’s nerve (middle ear sympa- 
thectomy). 


terior vertical membranous canals, as recently 
suggested by Lindsay and Siedentop”! may be 
necessary if vertigo is to be controlled uni- 
formly, tinnitus consistently improved, and 
troublesome distorted hearing in the involved 
ear completely abated. Lindsay reported four 
cases of exenteration of the horizontal and 
anterior vertical canal and contents of the 
. vestibule with resultant uniform destruction 
of hearing, relief of vertigo and improvement 
of tinnitus. Our series of 10 cases with com- 
parable results were done independently and 
simultaneously, using practically the same 
technic. In Lindsay’s technic, after removal of 
the head of the malleus, the ampullae of the 
anterior vertical and horizontal semicircular 
canals are fenestrated and the anterior ends 
of the fenestra joined, making a large open- 
ing. Through this opening the ampullated 
ends of the membranous canals and the vestib- 
ular structures, the saccule and utricle, are 
removed with fine fenestration picks. The 
technic which we use differs only in the large 
fenestra being made on the ampullated end 
of the horizontal canal. Lindsay's larger open- 
ing apparently has been useful and will be 
tried in the future. Removal of vestibular 
contents has been useful and will also be tried 
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in the future. Removal of vestibular contents 
has been tedious in some of our cases, and the 
larger opening may be beneficial. However, ip 
small contracted sclerotic mastoids the ap- 
terior vertical canal may be difficult to expose 
properly. In our experience, following re. 
moval of the ampullated end of the canals, 
the saccule and utricle, the patient quickly 
compensates, within four or five days, for the 
total loss of labyrinthine function on the side 
operated upon. It is possible that the con- 
valescence is shortened by the total sudden 
destruction rather than by the slower destruc. 
tion that may accompany removal of only the 
horizontal membranous canal with subse. 
quent death of the remainder of the vestibular 
structures. A longer period of time for com- 
pensation may be required if the caloric re. 
action is not markedly depressed in the in- 
volved ear. In fact, remaining partial function 
in the saccule and utricle may be the cause 
for persisting symptoms in the failures men- 
tioned. 

Total removal of the vestibular contents 
also appears to insure the total disappearance 
of distorted hearing, as the cochlea cannot 
tolerate this adjacent disruption of tissue 
without total loss of function. The total loss 
of hearing is associated with marked improve- 
ment in the roaring tinnitus in all cases. In 
our series the removal of distorted hearing 
and improvement of tinnitus in the involved 
ear allows for clearer undisturbed hearing in 
the uninvolved ear, a fact noted and admitted 
by all the patients. 


In the proper selection of cases for laby- 
rinthotomy it is to be stressed that all pa 
tients have had conservative medical therapy 
which failed to control the progressive re- 
current symptoms of severe vertigo, nausea 
and vomiting, combined roaring and high 
pitched tinnitus, as well as pressure symptoms 
and markedly impaired hearing of distorted 
character. The symptoms in this group of pa 
tients are so severe that the patient is not 
only an invalid but an economic cripple as 
he lives in fear of the impending attack. When 
Cawthorne chided one of his patients for his 
poor view of the future, the patient replied 
by asking him if he had ever been “seasick 
during an earthquake.” 

The patients having unilateral loss of hear- 
ing of severe degree, with a discrimination 
score of less than 40 per cent in the involved 


vol 
FIG 2 eal 
are 
age 
2 mie} of 
of 
ar 
at 
as 
th 
th 
ei 
m 
sy 
ol 
al 
ve 
al 
W 
tl 
ti 
e 
; 
il 
t 
tr 
7 
t 
i 


VOLUME 50 


ear, recurrent attacks of severe vertigo with 
its associated symptoms and who have had 
conservative medical therapy without relief, 
are the ones chosen for this procedure. The 
age group in our series has varied from ages 
32 to 65 years. Each patient is told that the 
condition may become bilateral in 10 per cent 
of cases and thus has this mathematical chance 
of involvement of the hearing in the better 
ear. However, removal of the remaining 
cochlear function in the involved ear has not 
been a loss to the patient, since those patients 
with useful hearing in the involved ear are 
not recommended for operation by this 
technic. 


In six patients having varying degrees of 
severity of symptoms, the section of the chorda 
tympani and so-called sympathectomy of the 
middle ear, by removal of Jacobson’s nerve 
from the promontory, has been done. Three 
of these patients, both with severe symptoms 
and localizing signs, were subsequently oper- 
ated upon by the modified Cawthorne technic, 
as no relief of symptoms followed section of 
the chorda tympani and sympathectomy for 
the middle ear during the ensuing six to 
eight weeks. One patient showing relatively 
early signs of true Meniere’s disease was 
markedly improved and has been free of 
symptoms for twenty-one months. The two 
other patients have also shown improvement 
and no longer have acute attacks of severe 
vertigo, but have occasional mild vertiginous 
attacks. Our small series of six cases treated 
with this technic, showing definite improve- 
ment in 50 per cent of the cases, compare to 
the results percentagewise which Rosen?* ob- 
tained in a series of 97 cases. This operation, 
which is designed for cases with mild to mod- 
erate unilateral loss or cases of bilateral in- 
volvement, is done through an ear speculum 
in the external auditory meatus in an ap- 
proach that is similar to the stapes mobiliza- 
tion operation. A flap is elevated on the pos- 
terior wall of the external auditory canal. 
This flap and the posterior half of the tym- 
panic membrane are elevated and the chorda 
tympani nerve is exposed, as well as the prom- 
ontory of the middle ear. The chorda tympani 
is sectioned and Jacobson’s nerve avulsed 
from its groove in the promontory. The tym- 
panic membrane is returned to its normal 
sulcus and the flap packed in place. Spon- 
tan€ous remission may be a factor in this 
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series of cases. Functional interconnection 
between the central nucleus of the chorda 
afferents is assumed (presumably the nucleus 
of the 7th nerve and the vestibular nucleus). 
Abnormal activity introduced into the 7th 
nerve nucleus by afferents from the chorda 
tympani are therefore assumed to initiate ab- 
normal activity of the vestibular nucleus, 
which leads to vertigo. The theory of nuclear 
radiation of impulses, as explained by 
Rosen,?3 has not been denied as a possibility 
by our neuropathologist friends. This pro- 
cedure should be confirmed by other observ- 
ers in a larger series of cases before definite 
evaluation is possible. 


Summary 


The historical aspects of the development 
of the surgical therapy of the labyrinth on 
physiologic grounds for the treatment of 
Meniere’s disease have been reviewed. A modi- 
fication of Cawthorne’s original operation for 
destruction of the membranous labyrinth 
through labyrinthotomy has been discussed; 
the results of a series of patients operated 
upon by this modified technic have been re- 
ported. 
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The Neurosurgical Management of 
Subarachnoid Hemorrhage: 


JAMES GREENWOOD, JR., M.D., and T. HOWARD McGUIRE, M.D.,t 


Houston, Tex. 


AFTER THE INTRODUCTION OF CEREBRAL ANGI- 
oGRAPHY by Moniz,' in 1927, antemortem 
localization of the lesion became possible in 
cases of spontaneous subarachnoid bleeding 
with few neurologic findings. With it came 
the potentiality for reducing the high mortal- 
ity rate in these critically ill patients by 
surgical intervention. It is now generally 
agreed that in most instances spontaneous 
subarachnoid hemorrhage is the result of the 
rupture of an intracranial aneurysm. There 
is, however, considerable difference of opinion 
as to the proper management of these pa- 
tients once the diagnosis has been established, 
either on a clinical or a radiographic basis. 

Formerly these patients were treated con- 
servatively with an expected mortality rate 
of approximately 50 per cent. The classical 
work of Hamby,” in 1948, did much to arouse 
the medical profession to the value of surgical 
therapy by demonstrating that the mortality 
rate could be reduced from about 50 per cent 
to somewhere in the neighborhood of 20 per 
cent. With an increasing awareness of the 
possibilities of surgical therapy, a sufficient 
number of cases have been operated upon to 
permit a statistical analysis of the various 
modes of surgical approach to this problem. 

It was the opinion of Dandy? that a direct 
intracranial attack on the aneurysm was the 
treatment of choice. He did not advocate 
angiography. Poppen,* in 1951, in spite of 
some excellent results with craniotomy, con- 
cluded that in many cases ligation of the in- 
ternal carotid artery in the neck was effective 


*Read before the Section’ on Neurology and Psychiatry, 
Southern Medical Association, Forty-Ninth Annual Meeting, 
Houston, Tex., November 14-17, 1955. 

tFrom the Department of Neurological Surgery, Methodist 
Sonptead and Baylor University College of Medicine, Houston, 


The management of subarachnoid hemorrhage due to intracranial aneurysm 
remains a controversial one. The authors’ results with surgical treatment 
match those of others. They discuss the methods of surgical attack. 


in protecting the patient against future epi- 
sodes of bleeding, and carried with it a re- 
duced operative mortality. His impression 
was substantiated by the experimental work 
of Sweet and Bennett® who found in dogs 
that ligation of the internal carotid artery 
produced, in the distal segments of that ves- 
sel, a reduction of 50 per cent in the systolic 
pressure and of 75 per cent in the pulse pres- 
sure. In 1953, Norlen and Olivecrona,® in re- 
porting their results of direct intracranial 
attack on the aneurysm with the use of hypo- 
tensive drugs, caused the pendulum to swing 
back again toward that approach. The latest 
addition to the armamentarium of the neuro- 
surgeon is the technic of hypothermia as in- 
troduced by Botterell and his associates.? The 
recent report by Magladery,? however, ques- 
tions the concept that surgical intervention 
in these patients does reduce the mortality 
rate. He uses a 65 per cent surgical mortality 
rate of his own group for comparison instead 
of the generally accepted figure of 20 per cent. 

Because of the difference of opinion as to 
the proper management of these patients, we 
feel that additional experience and statistical 
information are needed. For that reason we 
are presenting in this paper our experiences 
in the management of subarachnoid hemor- 
rhage in 78 cases due to ruptured intracranial 
aneurysm. This survey covers a 12 year period, 
from 1943 to date. During this time our en- 
thusiasm for the various therapeutic ap- 
proaches has varied with our experience and 
with the changing literature, and probably 
parallels that of most neurosurgeons during 
this period. Some patients were treated con- 
servatively, some by ligation in the neck, 
some by intracranial ligation, and some by a 
combination of both cervical and intracranial 
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TABLE 1 
SEX AND AGE DISTRIBUTION 


Males 
Females 


Total 
Age 
0- 9 Years 
10-19 Years 
20-29 Years 
30-39 Years 
40-49 Years 
50-59 Years 
60-69 Years 
Over 70 Years 


ane 


Total 


approaches. During the same period 12 cases 
of subarachnoid hemorrhage due to arterio- 
venous malformations were seen. 


Clinical Material 


The age and sex distribution (Table 1) 
does not vary greatly from other series. Pop- 
pen® reported 72 females in a total of 110 
patients, or 65 per cent. In our group 49, or 
63 per cent were females and 29, or 37 per 
cent males. The largest number of cases were 
encountered in the fourth, fifth, and sixth 
decades. The only aneurysm in an infant was 
seen in a six weeks old child who had a dila- 
tation of the great vein of Galen, which had 
obstructed the aqueduct of Sylvius and pro- 
duced hydrocephalus. The diagnosis was es- 
tablished at necropsy. There were 2 aneurysms 
in the second decade, 4 in the third, 14 in 
the fourth, 27 in the fifth, 22 in the sixth, and 
8 in the seventh. No aneurysms were found 
in patients over the age of 70 years. 

The history as obtained from the patient 
or members of the family was usually sug- 
gestive of long standing minor neurologic 
symptoms (Table 2). Over one-half of the 
patients, or 41, gave a history of headache of 
varying intensity for periods usually greater 
than two years. Hypertension was known to 


TABLE 2 
HISTORY 


Headache 

Hypertension 

Visual disturbances 
Previous similar episodes 
Vertigo 

Personality changes 
Migraine 
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have been present in 22, and a like number 
gave a history of transient episodes of visual 
disturbance other than diplopia. Previous 
similar episodes of shorter duration and of 
less severity were present in the histories of 
20 patients. In many of these the patient did 
not consult a physician because the symptoms 
subsided within a short time. Vertigo was not 
an outstanding symptom, but was present in 
6 cases. Six of the patients had experienced 
personality changes sufficient to cause them 
to consult a physician. True migraine, al- 
though not common in this group, had been 
diagnosed in 5 cases before the presence of 
the intracranial aneurysm was established. 


Most of the patients in this group were not 
seen until the aneurysm had ruptured, initial 
symptoms being those listed in table 3. Al- 
though minor neurologic abnormalities may 
have been present before, there was a sudden 
catastrophic onset in 54 instances. In 46 cases 
there were alterations in consciousness vary- 
ing from a dazed or stunned type of reaction 
to complete coma. Severe headache was a 
prominent feature in 43 histories. Nuchal 
rigidity was demonstrated to be present in 
42 patients. Vomiting occurred as the initial 
or associated symptom in 30 cases, and in 18 
a generalized convulsion was the first mani- 
festation. In only 7 cases was there a history 
of straining which could be associated with 
the initiation of subarachnoid bleeding. Less 
common symptoms at the onset were a tem- 
perature elevation in 7 cases and photophobia 
in 2 instances. 

Examination of these patients immediately 
after the onset of the illness revealed the 
symptoms and physical findings listed in 
table 4. Lumbar puncture was done in every 
case and the cerebrospinal fluid was bloody 
in 55. The next most frequent finding was 
some alteration in the extra-ocular muscles in 
37 cases; vomiting was present in 30 of the 


History of straining 
Temperature elevation 
Photophobia 


TABLE 3 
ONSET OF SYMPTOMS 

Sudden onset 54 
Alteration in consciousness 46 
Severe headache 43 
Nuchal rigidity 42 
Vomiting 30 
Convulsions 18 

7 

7 

2 


© 5S 


vol 
= 
Extr: 
Vom 
Pup! 
Hem 
Ptos 
Prog 
Unil 
Hen 
Dip! 
Opt 
Exo 
Cor’ 
cas 
thi 
Pt 
co 
he 
sic 
12 
Wi 
Wi 
at 
Ca 
in 
al 
ti 
til 
ve 
I 
I 

41 

22 

22 

20 

8 

6 

5 


VOLUME 50 MANAGEMENT OF SUBARACHNOID HEMORRHAGE—Greenwood and McGuire 185 


TABLE 4 
SYMPTOMS AND PHYSICAL FINDINGS 


Extra-ocular muscle palsies 37 
Vomiting 30 
Pupillary changes 30 
Ptosis 19 
Headache relieved by unilateral carotid compression 16 
Progressive deterioration 12 
Unilateral trigeminal hypesthesia 9 
Hemorrhage in optic disc 8 
Diplopia 5 
Optic atrophy 4 
Exophthalmos 3 
Corneal anesthesia 8 


cases. In addition to the extra-ocular palsies, 
there were pupillary changes in 30 cases. 
Ptosis was present in 19 cases. Hemiparesis 
could be demonstrated in 29 patients. The 
headache was relieved by unilateral compres- 
sion of the carotid artery in 16 instances. In 
12 patients there was a catastrophic onset 
with a progressive deterioration and death 
within a period of less than four days. Alter- 
ations in facial sensibility was present in 9 
cases, and in 8 there were visible hemorrhages 
into the optic disc. Diplopia was found in 5 
and there was marked optic atrophy in 4 pa- 
tients. Exophthalmos was present in 3 pa- 
tients, and in 3 others there was definite 
corneal anesthesia. 


During the early years covered by this sur- 
vey, when the authors’ technic in angiography 
was improving, some cases of ruptured intra- 
cranial aneurysm were diagnosed solely on a 


clinical basis. Even in more recent years an-. 


giograms were not done on occasional pa- 
tients who were subjected to ligation in the 
neck because of apparent recurrent bleeding 
and exacerbation of symptoms while under 
observation. With the passage of time most 
patients with spontaneous subarachnoid 
bleeding were subjected to angiography be- 
fore any surgical therapy was instituted. In 


TABLE 5 
DIAGNOSIS 


Established by 


Plain skull x-ray films 3 
Surgery 5 
Necropsy 11 
Clinical 22 
Angiography 37 
Total 78 


our series the diagnosis of intracranial aneu- 
rysm was established by the presence of ab- 
normal intracranial calcification in plain 
skull x-rays in only 3 patients (Table 5). Five 
times unsuspected aneurysms were exposed 
and demonstrated at surgery. The diagnosis 
was established by necropsy in 11 cases. On 
the basis of the history and physical findings, 
the diagnosis was made clinically in 22 in- 
stances without angiographic, surgical, or 
necropsy confirmation. Angiography demon- 
strated the presence of an intracranial aneu- 
rysm in 37 cases. 


Multiple aneurysms were proved, either at 
operation or necropsy, in 6 patients, making a 
total of 86 aneurysms in 78 patients. In 22 pa- 
tients the diagnosis was established on clinical 
evidence alone without definite localization 
of the aneurysm except to the side of in- 
volvement. These were arbitrarily classified 
as being located on the carotid artery since 
this was the most likely location. The loca- 
tions of the aneurysm show involvement of 
the internal carotid artery in 50 cases, the 
posterior communicating in 10, the middle 
cerebral in 10, the anterior cerebral in 8, and 
the anterior communicating artery in 4 
(Table 6). There was no significant differ- 
ence between the two sides. One aneurysm 
was found in each of the following locations: 
the vertebral artery, the basal artery, the 
thalamus, and the vein of Galen. 


Treatment 


The results of therapy in our hands seem 
to parallel those in previously reported series 
(Table 7). Conservative treatment was used 


TABLE 6 
LOCATION OF THE ANEURYSM 


Left internal carotid artery 
Left posterior communicating 
Left middle cerebral 

Left anterior cerebral 

Right internal carotid 

Right posterior communicating 
Right middle cerebral 
Right anterior cerebral 
Anterior communicating 
Vertebral 

Basilar 

Thalamus 

Vein of Galen 

Multiple 


Total patients 
Total aneurysms 


Bloody cerebrospinal fluid 55 ay 
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TABLE 7 
RESULTS OF TREATMENT 


Recovered Expired 


Conservative therapy 20 12 
Neck ligation 24 5 
Intracranial ligation 9 4 
Combined intracranial-neck ligation 4 0 


Total patients 78 


in 32 cases, with 12 deaths, or a mortality 
rate of 37 per cent. Operative intervention 
was employed in a total of 46 cases with 9 
deaths, giving a mortality rate of 20 per cent. 
Our findings substantiate the contention of 
Poppen that ligation in the neck is the safer 
procedure, for among the 29 patients thus 
treated there were 5 deaths, a mortality of 
17 per cent. Thirteen patients had intra- 
cranial ligation of the aneurysm with 4 
deaths, a mortality rate of 30 per cent. In 4 
patients there was a combination of intra- 
cranial ligation plus ligation in the neck; 
none of these patients died. 


Discussion 


Regardless of any prejudices which we may 
have as to the proper management of a pa- 
tient with spontaneous subarachnoid bleed- 
ing from a ruptured intracranial aneurysm, 
as all physicians we agree that these cases 
are emergencies in the true sense of the word. 
The problem is, what constitutes the correct 
emergency treatment? One is confronted first 
with the immediate problem of prolonging 
the patient’s life and getting him through 
his acute episode, and, secondly, with pre- 
venting the recurrence of future attacks of 
subarachnoid bleeding. Generally, poor re- 
sults are anticipated when surgical treatment 
is attempted within the first week. This is 
emphasized by the 12 patients in the present 
series who had a progressive deterioration and 
death within the first four days. The poor 
results at early operation have led Norlen 
and, Olivecrona® and others to insist that this 
not be attempted in less than ten days after 
the onset. It is sincerely hoped that the work 
of Botterell? and his group, by the use of 
hypothermia in these patients in the acute 
stages of their bleeding, will result in a 
lowered mortality in that group of patients 
in whom the outlook is now so gloomy. 


If the patient survives the initial impact of 
the spontaneous subarachnoid bleeding there 
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is a strong probability of a second episode 
within the next four weeks. As long as the 
bleeding is confined to the subarachnoid 
space, and does not burrow into the cerebral 
tissue, the prognosis is better and the findings 
are usually limited to alteration of the state of 
consciousness and abnormality of the crania] 
nerves. The presence of intracerebral ex. 
tension with its resultant convulsions, hemi- 
plegia, aphasia, or hemianopsia indicate a 
poorer prognosis regardless of the therapeutic 
approach. Wilson and associates’ found in- 
tracerebral hematoma present in 94 of 143 
autopsies. 


The experience with our group of patients 
indicates that once the patient has survived 
his initial episode, the safest and most prac- 
tical procedure to prevent a recurrence of the 
subarachnoid bleeding is a ligation of the 
internal carotid artery in the neck. Our re- 
sults with this procedure are comparable to 
those of Voris,1! who reports 7 deaths in 40 
ligations. As he emphasizes, the complications 
and mortality following this operation are 
usually the result of a thrombosis of the mid- 
dle cerebral artery due to reduced blood flow, 
a propagating thrombus from the point of 
ligation, or an embolus, either from the point 
of ligation or from the thrombosed aneurysm 
itself. 


In planning a surgical therapeutic approach 
we feel it is essential that angiography be 
done bilaterally,— (1) to exclude the possibil- 
ity of multiple aneurysms, and (2) to be fully 
aware of the state of collateral circulation. It 


‘has been emphasized previously that in the 


presence of intracranial aneurysms associated 
anomalies of the circle of Willis are twice as 
frequent as in unselected necropsies. 


The decision as to whether the patient 
should be subjected to a ligation of the in- 
ternal carotid artery in the neck or whether 
the aneurysm should be attacked intracran- 
ially depends upon a number of factors. 
These include the age of the patient, the 
presence or absence of hypertension and ar- 
teriosclerosis, his cardiac and renal status, 
whether the dominant or nondominant hem- 
isphere is involved, the presence or absence 
of associated intracerebral hematoma, the 
location of the aneurysm, and whether or not 
the aneurysm appears to have a neck which 
might be occluded without interruption of 
the blood flow through the vessel. 
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The life expectancy after a first episode of 
subarachnoid hemorrhage has been variously 
estimated as from three to six years. In re- 
ports on the subject the likelihood of subse- 
quent bleeding, following recovery under 
conservative management, varies from 20 to 
50 per cent. That many of these patients do 
recover completely and apparently live a 
normal life following the conservative man- 
agement of one episode of subarachnoid 
bleeding cannot be disputed. In our group of 
78 patients there was a history of a previous 
similar episode in 20 patients. Poppen,® in 
his series of 110 patients, found that 82 had a 
history of a previous similar episode. Most in- 
vestigators agree that in those patients who 
do have a second episode of subarachnoid 
bleeding, the mortality rate will be higher 
than in a similar group having their first epi- 
sode. Dandy* estimated that in the patients 
with recurrent bleeding there would be a 60 
per cent mortality rate, 20 per cent would be 
crippled, and 20 per cent would recover. 


It might be suspected that those patients 
who gave a history of a previous similar epi- 
sode would carry a higher mortality rate re- 
gardless of the form of therapy instituted. 
This does not hold true in our 20 patients 
who were thought to have had similar epi- 
sodes of bleeding, as only 2 died and 2 were 
left with a residual hemiparesis. 


Summary and Conclusions 


We have presented our experiences in the 
handling of 78 patients with intracranial 
aneurysm. At the present time it is felt that 
in the first ten days of the acute episode of 
subarachnoid bleeding the operative mortal- 
ity is prohibitive and operation should not be 
undertaken. If the patient survives the initial 
episode, bilateral angiography should be done 
to exclude the possibility of multiple aneu- 
rysms and to ascertain the status of the col- 
lateral circulation. We feel that operative in- 
tervention is then indicated to minimize the 
likelihood of recurrent episodes of bleeding. 
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Discussion (Abstract) 


Dr. William S. Fields, Houston, Tex. Several ques- 
tions come to mind. Firstly, do the authors feel that 
there is any difference as far as the outlook is con- 
cerned between aneurysms located in an infraclinoid 
position and those located in a supraclinoid position, 
from the standpoint of whether to use the intracranial 
approach or carotid ligation? 


Secondly, I would like to know in how many of 
those in whom the intracranial approach was made, 
induced hypotension was employed to facilitate the 
surgery. 


Dr. Greenwood, (Closing). We are not sure what 
the correct technic of ligating the carotid really is. 
We have used umbilical tape, we have used tantalum 
clips, and we have used the imbricating method that 
Poppen uses, but we do feel that regardless of method 
used we should not use enough pressure to damage 
the intima. We have had a couple of ascending clots 
and we feel definitely that such damage is perhaps the 
major cause of an ascending or propagating thrombus. 
We try to do all of the ligations under local anesthesia 
and we usually try to test them, which we do not 
think has much value, the day before surgery. And 
at the time of operation, with the patient wide awake, 
we try complete occulsion and watch the blood pres- 
sure particularly, because in a high percentage of 
cases we feel that if they are going to get into trouble, 
there will be a compensatory rise in blood pressure. 
After thirty minutes or so we close. Then we have 
that patient watched very carefully for the next forty- 
eight hours. I do not think twenty-four is long enough, 
since the elevation of biood pressure which often 
precedes a hemiplegia may last over 24 hours. 


We have not used the Selverstone clamps. Some of 
the other neurosurgeons here have. As to the number 
of hemiplegias after ligation, I cannot give you the 
exact figures, but I believe I have had only three or 
four altogether, if you exclude the patients who were 
in extremis, but in whom we knew where the aneurysm 
was and therefore ligated knowing the patient might 
not live. All of those patients had a hemiplegia be- 
fore the ligation was done. We do not know which is 
better, the ligation of the internal or common carotid. 
We tend to ligate the common carotid artery in the 
older patients and the internal in the younger. There 
is considerable evidence that the ligation of the com- 
mon is just as dangerous, or more dangerous than the 
internal, and, frankly, we do not know. We have 
had pretty good luck in doing all under local anes- 
thesia, and watching the patient thirty to forty min- 
utes before we begin to close. In watching very close- 
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ly, one can take the ligature off if one gets into 
trouble. 


Dr. Fields, in regard to intraclinoid or supraclinoid 
aneurysms, I cannot answer that with certainty. I 
think the infraclinoid less often breaks into the sub- 
arachnoid space. I think, unless you run into a very 
large one, such as Dr. McGuire showed you, you could 
afford to temporize and do ligation alone. In young 
people we know the circulation compensates rather 
rapidly, but because those patients usually have had 
a recurrence of their symptoms, we like to go in intra- 
cranially and trap them. I think there were four of 
those cases and we had no trouble at all with them. 
Of course, with the supraclinoid, we have the old 
problem of subarachnoid hemorrhage. The ideal 
method is the intracranial operation, when you can 
get away with it. But we get pretty good and think 
we are just doing fine, and then after doing a beau- 
tiful job, we lose a patient. When we check up on 
the mortality figures, we are inclined to do as Poppen 
did and swing along with neck ligation in many of 
them if that is sufficient. 


We have used hypotensive anesthesia in the last 
seven or eight cases for intracranial work. If the aneu- 
rysm breaks loose it is much easier to control with a 
sucker. You can take your time and put a clip on 
two or three times, if you want to, until you get it 
in a suitable location to preserve the circulation and 
shut off the bleeding. I am reminded of the story our 
old colored man tells out at the country club. “About 
the time a man thinks he has the world by the tail, 
the tail comes off.” 


This is an emergency condition. It is unfortunate 


that we do not have a good emergency treatment. 
The edema and the blood vessel spasm which occur 
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in subarachnoid hemorrhage, produces a very high 
incidence of hemiplegia or death if you operate dur- 
ing the early stage. We have done it in desperation 
in a number of cases. I am sorry Dr. McGuire has 
not separated those from the rest. However, fatality 
in those cases has not been much higher than with 
conservative treatment. The figures of Norlen and 
Olivecrona cannot be properly compared with the 
groups in this country. I have talked with Dr. Olive- 
crona about this. I understand they get their cases 
from outlying hospitals from three to four weeks 
after initial hemorrhage. Most of them are in pretty 
good shape and they are operating on an entirely dif- 
ferent group of patients. They do not even want those 
in the acute stage sent in to them. 


As I say, we have had to go back to a conservative 
trend until we get something that is just a little better. 
Botterell is doing more hypothermia work and operat- 
ing on them as emergencies as soon as they can be 
got ready, and I pray that that may be a trend in 
the right direction. I talked to Botterell this last 
month, and he has lost a couple of patients recently 
from the hypothermia, so now they are becoming 
more careful. 


One thing has helped me to a certain extent in the 
cases of subarachnoid bleeding in which one does not 
demonstrate an aneurysm. In a group by Parkinson 
were 22 who had a negative carotid angiogram. None 
of those cases had any subsequent hemorrhagic at- 
tacks. So perhaps if you are not able to demonstrate 
an aneurysm, the likelihood of the secondary hemor- 
rhage is somewhat lessened and we can feel a little 
bit better about those patients. 


We have a long way to go on this subject before all 
the answers may become apparent. 


a 
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Radiographic Findings in Certain 
Diseases Peculiar to a Subtropical 


Climate* 


GERARD RAAP, M.D., Miami, Fla. 


The author reviews a few uncommon diseases which may occasionally be encountered 
in the South, either as importations or as examples of indigenous disease. 


THE SUBJECT OF THIS ESSAY was not of my own 
choosing. Dr. Gray requested that I discuss 
this, in fact to be exact, I think he chose the 
subject matter and then asked that I accept 
the responsibility for its outcome. Obviously, 
to encompass such a rather wide subject one 
must be a bit cursory in its coverage. Fore- 
warning is therefore our prerogative. 

In 1916, Deaderick and Thompson,’ both 
of Hot Springs, Arkansas, published a book 
on “Endemic Diseases of the Southern States.” 
A copy of this book was given to me some 
twenty years ago by Dr. E. K. Jaudon and has 
graced my library shelf since that date but was 
never referred to until now. I quote from the 
preface. “The inception of this book was due 
to the fact that there is no work in existence 
dealing solely with this subject. It must not 
be inferred that the diseases considered are 
confined to the states of the South. Some of 
them are found in most of the states of the 
Union. The same reasons for apology still 
prevail. 

The authors then describe “malaria, black- 
water fever, pellagra, amebic dysentery, and 
hookworm disease.” The book contains not 
a single reference to the radiographic findings 
of any of these diseases. The reading of such 
a masterful treatise on history, physical find- 
ings, and differential diagnosis is as interest- 
ing as it is to read Osler’s first edition on the 
subject of malaria. Everything written in later 
years on these subjects is included, to the 
minutest detail, except the word “mos- 
quito,” and after reading this interesting ex- 
position, one wonders why it took so long to 
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arrive at the simple explanation concerning 
the vector of that disease. It is to be hoped 
that before too long the explanation for 
cancer will be as obvious. 


Malaria 


Malaria is practically a disease of the past 
in our area. No case of malaria has been re- 
ported to the Dade County Health Depart- 
ment for the past year. We should not be 
caught off our guard, however, since within 
the past two years a case of blackwater fever 
was proven when all other explanations for 
bloody urine were ruled out in one of our 
smaller hospitals. 

In 1924, Dr. Tower, a physician who had 
practiced between Miami and Homestead for 
a number of years, brought his 15 year old 
boy into the office, and asked that we do 
survey studies to account for a right upper 
quadrant abdominal distress with self-evident 
hepatic enlargement. Enlargement of the 
spleen was evident by its displacement of 
organs seen in the gastrointestinal and colon 
survey. There followed the usual discussion 
as to the etiology, including amebiasis, in- 
testinal parasites, etc. When we finally sug- 
gested the possibility of malaria, the old doc- 
tor replied, “I never thought of that, and to 
think that a Yankee, fresh from the north, 
has to call that to my attention.” That ex- 
planation for hepatosplenic enlargement has 
become increasingly rare since we see less and 
less malaria as sanitation and drainage im- 
prove. 

A fortuitous combination of rain, hurri- 
canes, airplane or other type of vector can still 
afford sporadic cases of malaria. 
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Amebiasis 


Amebic dysentery is an infectious disease, 
caused by a specific protozoan microorganism, 
the Endamoeba histolytica, and is character- 
ized clinically, by abdominal pain, diarrhea, 
and tenesmus, and, anatomically, by ulcera- 
tion of the colon, sigmoid and rectum. There 
is a tendency to recurrence of symptoms and 
chronicity, and to the formation of hepatic 
abscesses. The first worker in America to re- 
port finding of the ameba in dysentery was 
Osler who, in 1890, discovered these organisms 
in the feces and in pus from a hepatic abscess 
in a patient who had returned from Panama. 

It has been estimated that there are 20 to 
30 million cases in the United States, includ- 
ing at least one million cases of hepatitis due 
to amebic infestation. In children it occurs 
not infrequently and may occur under the 
age of one year. The diagnosis depends to a 
great extent upon the perseverance of the 
proctologist and the laboratory technician. In 
many instances repeated examinations are 
essential, and those made upon scrapings ob- 
tained at proctoscopic and sigmoidoscopic 
visualization of ulcerated areas are frequently 
the only positives obtained. 


In 1950, the Mobile radiologists, Peake and 
Eskridge,? stated that there were no reports 
of this condition in the Yearbook of Radiol- 
ogy from 1932 to 1941. They called attention 
to a number of cases in which the diagnosis 
of hepatic amebiasis with complications was 
made upon fluoroscopic and radiographic ex- 
amination. We concur with these authors in 
stating that in a large number of these cases 
the diagnosis may be brought into focus by 
the alert roentgenologist. They call attention 
to the following criteria: 


1. Elevation of the right diaphragm if the 
abscess is in the left lobe. 

2. Fixation of the right diaphragm, par- 
ticularly if the abscess is near the dome. 

3. Obliteration of the cardiophrenic angle. 

4. Enlarged tender liver. 


5. Right basal pulmonary abnormality 
with patchy pneumonitis, atelectasis or fluid. 
6. Bulging of the diaphragm if the ab- 
scess is pointing. 
7. Displacement of the barium filled duo- 
denal cap and gastric cardia. 


In our survey of the literature we find no 
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reference to this article since that date. Our 
personal observation of these clinical criteria 
has led us repeatedly to call attention to the 
possibility of amebiasis and we have been as- 
tounded at the frequency of a correct lead, 
especially in those cases in which no gastro- 
intestinal or subdiaphragmatic symptoms pre- 
sent themselves. About the time one becomes 
convinced that this caution has become an 
obsession, the following occurred. On Septem- 
ber 22, 1954, we examined a gastrointestinal 
tract and reported the findings as negative. 
A few days later a persistent general prac- 
titioner called attention to a palpable liver. 
We retaliated by insisting on a liver biopsy 
to locate an abscess or give us the etiology. 
With great satisfaction we heard the path- 
ologist state such a biopsy proved that there 
were multiple small hepatic abscesses, prob- 
ably amebiasis. The patient died in about ten 
days in spite of all medication. The post- 
mortem examination demonstrated both pri- 
mary hepatic malignancy and multiple he- 
patic abscesses due to amebiasis. 

If the size to which these hepatic abscesses 
can grow, will be of any value in emphasizing 
this to our memories, then another case should 
be a good illustration. This second patient, 
after liver biopsy and treatment, recovered 
completely even though this entire liver ap- 
peared to be involved by an abscess. 


Ainhum 


One of the first books with which we be- 
came acquainted in radiology was that of 
Holmes & Ruggles’ first edition. We recall 
the impression made by the description of that 
entity called ainhum. Imagine then, with 
what glee we made that diagnosis in 1924 on 
the first case we were privileged to find in 
our own practice. It was indeed a museum 
piece. We took our first films to a film-reading 
session at one of the radiologic conventions. 
These films, when alternated with leprosy, 
syringomyelia, and scleroderma, confused 
even the Gardners and the Chamberlains. 


The most complete description of ainhum 
was by Spinzig® in 1939, who reported three 
cases. From 1860, some 39 cases were reported 
up to 1939, and I can find no reference to 
more in the radiologic literature since that 
date. We have three cases and one we had 
the privilege of studying before and after self- 
amputation. 
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Since Clark first described ‘‘a dry gangrene 
of the little toe among the natives of the Gold 
Coast,” in 1860, there have appeared some 
200 articles on this subject. The name, “ain- 
hum” is derived from a negro word “Ayun” 
which means, “to saw.” Many other terms 
have been applied to this condition, depend- 
ent upon the geographic location in which 
the cases were found. Suffice it to say that 
most of the reported cases are those described 
by da Silva Lima from Rio de Janeiro and 
Buenos Aires. Later they were also reported 
from the northern border of South America 
and from the islands, including the West 
Indies, Jamaica and the Canal Zone. 

The cause of ainhum is not known but 
many theories have been advanced. These in- 
clude leprosy, self-mutilation, injury, irrita- 
tion, infection, trophoneurosis, circumscribed 
scleroderma, syphilis, all of which can be dis- 
counted for one reason or another. The typi- 
cal cases occur in Negroes, without coexisting 
skin or constitutional disease. When present 
it occurs in Caucasians, it is associated with 
skin disease and should be classified as 
“ainhum-like.” The characteristic picture is 
that of a fibrous constricting ring; this fibrin- 
ogenetric tendency is probably part of the 
negro heritage. 


Leprosy 


We find ourselves constantly on the watch 
for this ancient disease. During the first dec- 
ade in practice, 1923 to 1933, we saw a rather 
inordinate number of these cases. In hind- 
sight, it was attributable to an efflux of peo- 
ple from Key West, which previously was con- 
sidered an endemic center for Hansen’s in- 
fection. In our first meeting with the disease, 
the diagnosis was made on a clinical basis and 
confirmed by roentgen findings which we did 
not at that time recognize as characteristic. 
In those days the forging of iron for curtain 
rods, screen door decorations, chandeliers, etc., 
was much in vogue and many small forges 
were found throughout South Florida. One 
day we happened to stop at one of these and 
left an order for certain decorative pieces for 
the porch. As we were about to leave the 
owner said, “Doc, I have many burns on my 
arms and I never know they occur until I 
notice the smell of burning flesh. I'll be up 
to see you one of these days.” Some three 
months later he presented himself and, of 
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course, the diagnosis was soon proven by nasal 
smears. X-ray films made at that time did not 
show any characteristic neurodystrophic 
changes, but we did note peculiar changes in 
the cortical bone near the nutrient foramina 
of the carpal phalanges. It was not long there- 
after that two physicians from Carville, 
Louisiana, while visiting Miami on their re- 
turn from certain leprosy centers in South 
America, enlightened me on the fact that 
these changes were characteristic of lepro- 
mata. I regret that I cannot now recall their 
names nor do I find it in the literature re- 
viewed at present. 

About 1931, we proved seven cases of 
leprosy, five of which were in one family. 
Dr. Hansen, who then had charge of the State 
Health Department, investigated and proved 
these. They were advised to go to Carville 
but gradually returned to the section south 
of Miami. Since then we have seen approxi- 
mately one case in approximately two years 
as an average. 

An elderly woman presented herself one 
afternoon stating that she had been sent to 
me by an opthalmologist. Having had no 
preliminary request by phone or letter as to 
what he had in mind, I called him on the 
phone for details. In the meantime the lady 
was sitting where I could observe that she 
wore a hat, gloves, and high-top shoes. Dr. F. 
asked that I examine her sinuses since her 
vision was much impaired. He also said he 
had never seen a transverse white line across 
the anterior chamber of the eye such as she 
presented. The white line of cholesterol de- 
posit, the gloved hands, and the high-top 
shoes and peculiar gait formed the proper 
combination. An x-ray film of the hands 
added the conclusive proof. Neither before 
nor since have I seen an eye with this char- 
acteristic appearance, and I have certainly not 
forgotten it. 

Since films of the hands are becoming in- 
creasingly more frequent as a means of diag- 
nosing such lesions as hyperparathyroidism, 
the arthritides, osteoarthropathy, etc., it seems 
advisable to look for both neurodystrophia 
and for lepromatous changes about the nutri- 
ent foramina as diagnostic pointers. 


May I further call your attention to an 
article by Lutterbeck and associates* on the 
effect of irradiation upon these skin mani- 
festations. Their conclusions are that radia- 
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tion is effective in causing flattening and 
atrophy of lepromatous lesions, but that the 
general course of the disease is not altered. 
This opinion is based on 23 cases in which 
only two patients were not favorably affected. 
I think I inadvertently treated one such case 
with early good results but later could not 
locate this patient to ascertain the final result. 


In 1948, Metcalfe5 calls particular attention 
to the orthopedic aspects which should call 
for differentiation as to the possibility of 
leprosy. These roentgen signs are tabulated as 
follows: 

Small peripheral lesions of fingers and toes: 
. “Notching” of tip. 

“Sliced-off” appearance. 

“Fraying” of tuft. 

“Collar-button absorption” of short phalanges. 
Enlarged nutrient foramen. 

lesions: 

Subchondral cysts. 

Degenerative and proliferative changes. 
Ankylosis. 

Subluxation. 

Complete disorganization. 

Larger lesions: 

1. Transverse linear zone of rarefaction at the pha- 

langeal epiphysis, a leprous osteochondritis. 

2. Cystic degeneration near the nutrient artery of 
the phalanx, a leprous osteomyelitis. 

3. “Concentric bone atrophy” with narrowing of 
the shaft without rarefaction. Thinning oblitera- 
tion of marrow cavity with dense cortices. 

4. “Point” absorption of the distal articulating 
surface of bone with “awl-shaped” appearance, 
also likened to that of a “sucked candy stick.” 

5. Disappearance of digit or ray. 

We recall that years ago it was theorized 
that leprosy was a “fish” form of tuberculosis 
infection, just as we speak of the bovine or 
avian type. In the light of this legendary ex- 
planation, it is interesting to read an article 
as late as 1940, to the effect that certain ex- 
perimental work by Oberdoeffer* in Thailand 
suggests that the eating of colocasias predis- 
posed to the development of leprosy, appar- 
ently due to a toxic substance, also found in 
partly decomposed fish. Using this method it 
was possible to inoculate monkeys, a thing 
heretofore considered impossible. It seems 
then that improved transportation of fish and 
refrigeration may have been a factor in the 
lessened incidence of this disease in certain 
areas. 


- 


— 


And now to bring us almost up to date on 
this subject, we call attention to an editorial 
on this subject by Hare? in 1954, in which he 
reviews the history of roentgen therapy of 
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lepromatous leprosy, and describes its method 
of spread, attributing it to transfer from adult 
to infant because the infants’ protective hair 
has been cut and the skin of the skull is only 
intermittently intact. This idea is interesting 
but in my opinion a bit difficult to accept. 

Biblical lore treats leprosy as a contagious 
disease, it probably was that in those days, 
At present, public health departments con- 
sider it more unique than alarming, I am 
sure. From my perusal of the literature and 
my contact with a few of these cases, I get 
the opinion that this disease is indeed a 
special field—the diagnosis being a difficult 
one, and the treatment indeed a specialized 
art. My remarks about this disease must be 
considered a report that the disease still exists, 
that it must be borne in mind as a cause of 
neurodystrophy, and that progress in its treat- 
ment is being made. 


Echinococcus Cyst 


Echinococcus cyst or hydatid disease occurs 
with far greater frequency than is commonly 
thought. The Schlangers® reviewed 407 cases, 
illustrating cysts of the abdomen, spleen, kid- 
ney, bones and lungs. There is no constant 
clinical pattern and consequently the clinical 
diagnosis tends to be inaccurate. Failure to 
think of the disease rather than lack of know/l- 
edge accounts for mistaken diagnoses. 


This is another of the tropical diseases often 
evident in the liver. Cysts may be silent, or 
they may leak into the biliary system, pleural 
cavity or even into the bowel. Much the same 
mechanism is true in cyst of the lung. When 
bone is involved, “rheumatic” pains may be 
present for years until the hydatid erupts 
through the cortex and a soft tissue mass, a 
sinus and osteomyelitis develop. It is of in- 
terest that rupture or leakage of a cyst into 
tissue spaces or body cavities may be associated 
with severe anaphylactic reaction which may 
be fatal, or with toxic manifestations when 
seepage is gradual. 

The term I used in my synopsis—“Zoonosis” 
refers to the fact that animal diseases and 
animal parasites can be transmitted to man. 
In hydatid disease,® its distribution is directly 
related to its host, the dog family, which har- 
bors the worm, while sheep, cattle, man and 
other animals carry the hydatid phase of the 
parasite’s life cycle. It has been described as 
“the disease of dirty hands” and it has also 
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been stated that in most cases the cysts are 
almost as old as the patient victim. 

Localization of such a cyst in the soft tissues 
of the thigh is rather rare especially since it 
seems to be a single cyst. This location pre- 
sents the possibility that it may have been 
caused by a dog-bite in childhood. 


Mango Bezoar 


The term phytobezoar has developed the 
connotation that it occurs only in the stomach. 
Bezoar may occur either in stomach or in- 
testine. The term phytobezoar refers specifi- 
cally to a mass of plant fiber as a matrix for 
its formation. It has, however, been applied 
also to the food-ball and hair-ball. 


We recall one instance in which mango 
fibers caused a bezoar of the stomach and 
this was sufficiently solid to require surgical 
removal. A more recent instance revealed a 
mass in the rectal pouch in films made pre- 
liminary to a barium enema, ostensibly pre- 
pared by catharsis and enema. One usually 
expects these to occur just at that period of 
the year, a little before, or early in the mango 
season. 


Ascariasis 


Ascaris lumbriocoides has been described 
as one of man’s most constant companions 
from the days of ancient history. It was pre- 
dicted that modern plumbing would dissolve 
the partnership but since the New Deal never 
quite pervaded the outermost reaches of rural 
life, this partnership still exists. 

These parasites may produce a nutritional 
deficit and may create serious reactions. Pul- 
monary hemorrhage and pneumonitis may fol- 
low migration through the lungs. The worms 
may appear in masses in the upper small 
bowel, or singly in the gallbladder or ap- 
pendix. They may travel through the stomach 
and emerge from the mouth, nose and audi- 
tory canal. Although they are usually not the 
cause of acute symptoms, they may cause 
chronic irritation and still be most difficult 
to find. Their visualization in x-ray studies of 
the gastrointestinal tract is almost entirely ac- 
cidental. Sometimes they are seen after a 
barium meal, provided the barium column 
has passed through leaving the alimentary 
canal of the parasite visualized. In barium 
enema studies they are seen as translucent 
shadows. 
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Hetrazan is apparently the newest and the 
most effective anthelmintic (91 to 95 per cent 
of the worms being removed). 

The pathologic aspects of ascariasis are well 
described in a paper by Moore” in 1954. He 
reports an instance of a large mass of ascarides 
practically obstructing the duodenum; years 
ago we saw such an instance. 


Screwworm Infestation 


Screwworm infestation or myiasis has been 
reviewed in certain state journals from time 
to time. A rather extensive report came from 
Texas," and the Florida State Medical Jour- 
nal also dealt with its occurrence in the 
human. The screwworm, or C. americana is 
well known among cattlemen and definition 
is unnecessary in Texas and Florida. 


Myiasis, a condition produced when dipter- 
ous fly larvae invade the tissues of men or 
animals, occurs most often in the warm 
climate. The fly larvae feed upon and de- 
velop only in living tissue, and this parasitic 
stage is obligatory to its life cycle. 

In humans it occurs most often in the 
following sequence. The patient, usually col- 
ored, states that he woke up and found a fly 
in his nose, and there then occurred consid- 
erable tickling and profuse sneezing. He may 
describe a chronic rhinitis occurring previous- 
ly or immediately thereafter. A single fly may 
deposit ten to several hundred eggs at one 
time. Within twenty-four hours, the maggots 
hatch out, and there follows unilateral dis- 
comfort, and stiffness. Headache and sero- 
sanguineous nasal discharge or epistaxis ensue, 
and inspection shows these small maggot-like 
worms attached to mucous membrane. 


The late Dr. M. P. De Boe was privileged 
to see one of these burrowing his way into 
the vitrous cavity, then the region of the optic 
nerve, during an opthalmoscopic examina- 
tion, an occasion even more rare than visual- 
ization of a flying saucer. 


Schistosomiasis 


Our subject material might well be consid- 
ered of archaic or obsolete nature were it 
not for an exciting exposition to which we 
were permitted to listen during the past fort- 
night. At the staff meeting of the Dade Coun- 
ty Hospital, Dr. Willard of the Pathology 
Department presented the autopsy and micro- 
scopic findings of two cases of schistosomiasis. 
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These occurred among migrant Puerto Rican 
farm laborers. You all know that these are 
now present in rather large numbers in Flor- 
id» and in adjacent southern states. It is true 
that the spread of schistosomiasis requires a 
rather complicated chain of vectors, but if it is 
as prevalent in Puerto Rico and the adjacent 
islands as reported, its spread is not incon- 
ceivable along our coastal states. 


I am indebted to Dr. Willard for the use of 
these slides. The radiographic findings are of 
lesser importance and slides of these exam- 
inations are therefore omitted. 


The first of these patients presented himself 
as a possible instance of esophageal varices, 
with marked esophageal bleeding. This con- 
tinued unabated in spite of therapy and re- 
sulted in the unusual autopsy findings. In 
these varices were found the eggs and the char- 
acteristic changes consequent to the presence 
of these invading cercaria. 


The second case presented the hepatic 
cirrhosis and biliary tract involvement, as well 
as splenic invasion seen with bilharzial hepa- 
tosplenomegaly. A splenorenal shunt opera- 
tion was done, the patient did not recover and 
here we have the typical pathologic specimen 
of this infestation. This patient had a large 
mass in the left abdomen which might have 
been an abscess, the spleen or other tumor. 

Now it is of interest that there are pulmon- 
ary manifestations of this disease. The first of 
these is bilharzial cor pulmonale. The para- 
site can affect the lung dependent upon the 
stage of the infestation as, (1) pulmonary ir- 
ritation, (2) allergic manifestations like a 
Loffler’s syndrome, (3) asthma, or (4) there 
may be vascular emboli and vascular hyper- 
tension. The main complaint is weakness, 
some pallor but no cyanosis. Unlike Ayerza’s 
disease the lesions are localized in the pul- 
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monary arterioles, leaving capillaries and 
alveoli free. 


Three grades of roentgen changes have been 
described by Abdel-Aziz 


1. Intensification of shadows of one or 
more of the second and third degree arteries, 
mostly the basal ones. 


2. Clusters of mottling in relation to the 
arteries, giving the lung fields a granular 
background, and beginning changes in the 
cardiac outline. 


3. More severe lesions and patches of 
localized opacity. In this stage the pulmonary 
conus and trunk may balloon to reach aneu- 
rysmal size. 


The diagnosis rests on the clinical story, 
the x-ray examination and laboratory evi- 
dence of bilharzial infection. It must be dif- 
ferentiated from tuberculosis, silicosis, sarcoid, 
and periarteritis nodosa. 


The disease may be arrested in any stage; 
antimony, tartar emetic Fuadin are the mo- 
dalities of treatment. 


References 


Deaderick, W. H., and Thompson, L.: The Endemic 
Diseases of the Southern States, Philadelphia, W. B. 
Saunders Co., 1916. 

Peake, J. D., and Eskridge, “we Hepatic Amebiasis 
with Complications, South. M. J. 3:300, 1950. 

Spinzig, E. W.: Ainhum: Its micsnuee in the U. S., Am. 
J. Roentgenol. 42:247, 1939. 

Lutterbeck, E. F., Hummon, I. F., Wolcott, R. R., and 
Johansen, F. A.: The Effect of Roentgen Rays on Lepro- 
matous Leprosy, Radiology 63:1, 1954. 

Metcalfe, John W.: The Importance of Leprosy in Ortho- 
pedic Surgery, U. S. Naval Med. Bull. 48:656, 1948. 
Oberdoeffer, M. J., and Collin, D. R.-: Roentgenologic 
Observations in Leprosy, Am. J. Roentgenol. 44:386, 1940. 
Also correspondence ibid. 44:457, 1940. 

Hare, Hugh: Roentgen Therapy in Lepromatous Leprosy, 
Radiology 63:107, 1954. 

Schlanger, Pablo M., and Schlanger, Henriette: Hydatid 
Disease and Its Roentgen Picture, Am. J. Roentgenol. 
60:331, 1948. 

Oosthuizen, S. F., and Fainsinger, M. H.: Hydatid Dis- 
ease, Radiology 53:248, 1949. 

Moore, McKenzie P.: The Pathologic Aspects of Ascariasis, 
South. M. J. 47:825, 1954. 

Micks, Don W., and Calma, Victor C.: Nasal Myiasis in 
Man Due to Screwworm Fly, Texas Rep. Biol. & Med. 
10:855, 1952. 

Lanin, Abdel-Aziz: Pulmonary Manifestation of Schisto- 
somiasis, Dis. Chest 19:698, 1951. 


‘ 
2. 
8. 
4. 
5. 
6. 
7. 
8. 
10. 
ll. 
12. 
\ 


VOLUME 50 


Total Hysterectomy at Time of Ce- 
sarean Section and in the Early 


Puerperium* 


]. A. SIEGEL, M.D.,7 Baltimore, Md. 


The use of hysterectomy as a means of sterilization is a controversial subject and surely is not 
recommended for the average surgeon doing pelvic operations. If it is to be used, it is for the 
gynecologist who has weighed all factors in, and aspects of the decision. 


FoR MANY YEARS, when termination of the 
childbearing career of the woman was deemed 
necessary, some form of tubal operation was 
performed. This type of procedure was 
selected because of its simplicity, relative 
safety and reasonable success. 


Review of Tubal Ligation 


However, many reports have appeared in- 
dicating that this simple operation is not free 
of mortality, morbidity nor failures. Lull and 
Mitchell! favored the Pomeroy method of 
sterilization since the incidence of failures in 
their hands was 0.25 per cent, their mortality 
was nil and their morbidity was 22.9 per cent. 

Weinbaum and Javert? in a study covering 
20 years reported 659 cases of sterilization in 
which tubal operations mainly were done. 
In this study they had two failures, three ma- 
ternal deaths and a morbidity rate of 9.1 per 
cent. 


Recently Prystowsky and Eastman? sur- 
veyed the results of 1,830 cases of tubal puer- 
peral sterilizations done at the Johns Hopkins 
Hospital from 1936 to 1950. They were able 
to get a follow-up in 1,022 patients (55 per 
cent). Their total failure rate for all cases 
was 1 in 108 (0.92 per cent). When tubal 
sterilization was done in the early puerperium 
the failure rate was 1 in 340, and when done 
at time of cesarean section or hysterotomy the 
failure rate was 1 in 57. They reported three 
deaths (0.3 per cent); two patients died of 
embolism and one from a subsequent rup- 


*Read before the Section on Obstetrics, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 

+From the Departments of Obstetrics, University of Mary- 
land School of Medicine, University Hospital, and Sinai Hos- 
pital, Baltimore, Md. 


tured ectopic pregnancy in one of the failure 
cases. They had four cases of ectopic preg- 
nancy following tubal ligation. This study 
points up not only the immediate mortality 
but the unsuspected mortality that may occur 
months or years following a failure. 

Further, one must not forget that in tubal 
ligation (or tubectomy) we are leaving behind 
the uterus, which may become a threat to the 
health and/or life of the patient in her life- 
time. Williams, Jones and Merrill,* in a 10 
year follow-up of 200 patients with tubal liga- 
tion found 24 per cent of these patients de- 
veloped major pelvic disorders which re- 
quired surgery. Prystowsky and Eastman* 
found this to be true in 9.29 per cent of their 
patients. 


Probability of Uterine Cancer 


In this present era our attention is repeat- 
edly called to the prevention, early diagnosis 
and treatment of genital malignancy. Randall 
and Gerhardt® have shown that the prob- 
ability of developing genital malignancy based 
on the cancer morbidity report from New 
York State (exclusive of New York City) for 
the years 1949 to 1951 is considerable. After 
the age of 30 years, 4.8 per cent of women 
will develop a malignancy of the cervix, 
fundus or ovary in their lifetime. In table 1, 
reproduced from their paper, we find the 
annual average incidence rate of malignancy 
for New York State based upon the rate per 
100,000 females for the 1950 census to be 
rather significant. The interesting finding is 
that the incidence of malignancy rises in the 
age group when sterilization operations are 
usually performed. 
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TABLE 1 


eg RATE OF GENITAL MALIGNANCY* 
PER 100,000 FEMALE N. Y. STATE 
(Exclusive of N. Y. City) 


Age 20-24 25-29 30-34 35-39 40-44 
Cervix 2.23 8.54 21.16 36.24 56.60 
Corpus 39 1.30 1.13 5.75 11.60 
Ovary 1.18 2.13 3.14 7.0 13.22 


*Am. J. Obst. & Gynec. Counseller, Hunt and Haigler, Jr. 


Subtotal hysterectomy likewise leaves be- 
hind a cervix which is potentially dangerous. 
Kelley and Brawner,® and Braund and Green’ 
respectively, reported an incidence of cancer 
of the cervical stump of 7.8 per cent and 13 
per cent. Dodds and Latour® found, in a study 
of 997 cases of carcinoma of the cervix from 
the Royal Victoria Maternity Hospital from 
1926 to 1953, that 7.53 per cent were in the 
cervical stump. They, therefore, concluded 
that “a combined incidence of 7 or 8 per cent 
of stump carcinoma, together with the steady 
decline in mortality and morbidity associated 
with total hysterectomy, makes this operation 
mandatory today.” 


Counseller, Hunt and Haigler, Jr.,® in re- 
viewing 1,500 cases of proved carcinoma of the 
ovary from 1930 to 1952 found 67 patients 
(4.5 per cent) had hysterectomy for a benign 
condition. In table 2, taken from their paper 
is shown the age at the time the hysterectomy 
was done, and the subsequent rate of ovarian 
malignancy. Here again 76.1 per cent of these 
women had their hysterectomy done at the 
age when sterilization would usually be con- 
sidered. In table 3, taken from the same paper, 
is shown the age of the patient when the 
ovarian malignancy was found. One sees here 
that 50 (74.6 per cent) developed their ovar- 
ian cancer by the age of 59; and 22 (32.9 per 
cent) by the age of 49 years. These authors 
further show that the interval between hyster- 
ectomy and the finding of ovarian malignancy 
need not be very great. From 0 to 4 years 
the incidence was 29.9 per cent; from 5 to 9 


TABLE 2 
AGE AT TIME OF HYSTERECTOMY* 
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years 31.4 per cent; together representing 52.3 
per cent. Accordingly Counseller and his co- 
workers say: “It appears that if one wishes to 
prevent ovarian carcinoma subsequent to any 
type of hysterectomy for benign conditions 
then castration of pre-menopausal and meno- 
pausal patients is justifiable. The fact that 
patients 40 years or older in our series repre- 
sent only 67.1 per cent of the hysterectomies, 
but 95.5 per cent of the ovarian malignancies, 
makes it seem reasonable to advise castration 
in this group.” 

There are some who oppose sterilization by 
removal of a normal uterus because they 
claim the uterus has an endocrine function 
which is essential to the proper functioning 
of the ovary. There is no clear-cut clinical 
nor scientific evidence to support this view. 
On the other hand there does appear evidence 
that the converse is true. Davis!® in the 
human, Burford and Diddle,1! and VanWag- 
enen and Cathpole,!* in the monkey, have 
demonstrated that the ovary continues to 
function without the uterus. Bancroft-Living- 
ston,!° after studying the vaginal cytology in 
women, concluded: “The operation of hyster- 
ectomy with conservation of ovarian tissue 
does nothing to hasten the onset of ovarian 
failure or menopausal symptoms under 45 
years. Over 45 years there is a most marked 
diminution in the number showing active 
smears and fluctuant levels of cornification— 
but by comparison with normal patients of 
the same age group fails to reveal a more 
rapid decline in ovarian function.” Dipple™ 
found that 16.6 per cent of the women who 
have had a hysterectomy performed primarily 
for sterilization showed menopausal symp- 
toms; while 67 per cent of the women who 
have had a hysterectomy done for pelvic dis- 
ease had menopausal symptoms. He believes 
that the involvement of the ovaries in the 
disease rather than the hysterectomy itself 
was the principal cause of endocrine failure. 


TABLE 3 
AGE AT TIME CARCINOMA OF OVARY WAS FOUND* 


Age No. of patients % 
>30 2 3.0 
30-39 20 29.9 ; 76.1 
40-49 29 43.2 
50-59 13 19.4 
60# 3 4.5 


*Am. J. Obst. & Gynec. Counseller, Hunt and Haigler, Jr. 


Age No. of patients % 

>40 3 4.5 

40-49 19 28.4 } 74.6 
50-59 28 41.7 

60-69 13 19.4 

70# 4 6.0 


*Am. J. Obst. & Gynec. Counseller, Hunt and Haigler, Jr. 
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There may be some surgeons who believe 
that total hysterectomy for the purpose of 
sterilization carries with it too great a risk 
of mortality and morbidity. Curtis, Suckow 
and Huffman in a review of 1,034 abdom- 
inal complete hysterectomies done for benign 
lesions show that today it is a procedure which 
is relatively safe because of the improvement 
in technic, pre- and postoperative care, blood 
banks, chemotherapy and antibiotics. Table 
4, reproduced from their paper, confirm their 
belief. 

Davis, in over 200 cases of total cesarean 
hysterectomies done at the Chicago Lying In 
Hospital, has had no mortality, and with a 
morbidity rate as low or lower than in patients 
subjected to the low or cervical cesarean oper- 
ation. Dyer, Nix, and Weed! reported 85 
total hysterectomies done at the time of ce- 
sarean section and in the early puerperium 
with two deaths, both occurring in infected 
cases: one died 20 days postoperative of cere- 
bral thrombosis, the second had infection 
prior to operation. 


Clinical Experience 


It is now my privilege to report the clinic 
experience in performing total hysterectomy 
at the time of cesarean section and in early 
puerperium since 1951, from the Departments 
of Obstetrics of the University Hospital and 
the Sinai Hospital. For the most part these 
operations were done for the purpose of 
terminating the childbearing career of these 
women, although a number of these proce- 
dures were done for uterine disease. However, 
all operations were done in both institutions 
for indications which could be justified by 
medical, surgical or obstetrical conditions. 
Grand multiparity is viewed as an additional 
risk, because of the increased obstetrical com- 
plications resulting in a higher maternal and 
fatal mortality in these women. 


A total of 74 total hysterectomies were done 


TABLE 4 


MORTALITY & MORBIDITY IN ABDOMINAL* 
TOTAL HYSTERECTOMY FOR BENIGN LESIONS 


% Patient 
Years No, Cases Hosp. Days Morbidity Deaths % Mortality 
1929-1937 172 16.35 48.84 1 0.58 
1937-1945 519 14.11 19.73 2 0.38 
1945-1948 343 13.30 40.82 0 0.00 
1034 14.21 31.53 3 0.29 


*Am. J. Obst. & Gynec. Curtis, Suckow and Huffman 
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TABLE 5 
Age Cases Indications 
20 1 Third cesarean section 
23 1 Neglected transverse lie, 
intrauterine infection, 
multiparity 
24 3 Inverted uterus 6 days postpartum 
Abruptio placenta, Couvelaire uterus 
Ruptured uterus, 3rd cesarean section 
27 1 Hydratidiform mole, hypertension, Para 4 
28 1 Breech, uterine inertia, multiparity 
29 1 Contracted pelvis, ruptured uterus 
31 3 Infected, retained placenta, shock 
postpartum hemorrhage 
Placenta previa, transverse lie, 
cervical section, lacerated uterus 
Dystocia due to fibroids 
33 2 Diabetes, poor obst., multiparity 
Multiparity, fibroid uterus 
34 4 Multiparity, previous section 


Transverse lie, infected, multiparity 
Multiple fibroid uterus 

Fibroid uterus, uterine inertia, 
infected, dead fetus 


since 1951; of these 38 were white and 36 were 
negro patients. The ages ranged from 20 to 
44 years. All these women except two were 
clinic patients. 

In table 5 are listed the indications for this 
operation in patients between the ages of 20 
and 34 years. We do not do this operation 
electively in women under the age 35 years. 
There were 17 such cases. One can see that 
each of these patients had disease of a type 
justifying a hysterectomy. 

In table 6 are listed the indications for 


TABLE 6 


Indications 

6—Multiparity 
1—Multiparity and hypertension 
1—Multiparity and rheumatic heart 
6—Multiparity 
1—3rd cesarean section 
1—Previous section, hypertension 

multiparity 
1—Multiparity and hypertension 
1—Abruptio placenta, multiparity 
1—Fibroids, hypertension, multiparity 
4—Multiparity 
1—Multiparity and hypertension 
1—Previous section, contracted pelvis 
1—Placenta previa, multiparity 
1—Fibroid uterus, contracted pelvis 
1—Transverse lie, multiparity 
4—Multiparity 
1—Multiparity and preeclampsia 
1—Multiparity, rheumatic heart 
1—Diabetes, hypertension, multiparity 
9—Multiparity 
1—Multiparity and hypertension 
3—Multiparity 
2—Multiparity 
1—Chronic hypertension 
1—Multiparity and hypertension 
2—Multiparity 
1—Transverse lie, multiparity 
1—Multiparity and hypertension 
1—Previous section, multiparity 


Age Cases 
35 8 


36 


37 9 


38 7 
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TABLE 7 


Method of Hysterectomy Number of Cases 


Low cervical section and hysterectomy 12 
Classical section and hysterectomy 7 
Puerperal hysterectomy 54 
Hysterectomy on the unopened uterus 1 
Additional operative procedures: 
Appendectomy 40 
Single salpingo-oophorectomy 18 
Bilateral S$ & O 7 
Umbilical hernioplasty 3 


which this operation was done in women 35 
years or older. In 37 of these 57 patients, the 
sole indication was grand multiparity; in all 
others there were multiple reasons. 

The number and types of hysterectomies, 
as well as additional procedures done at the 
same time, are listed in table 7. There were 
19 total cesarean hysterectomies (12 low cervi- 
cal and 7 classical sections), 54 total puerperal 
hysterectomies, and one total hysterectomy on 
the unopened infected pregnant uterus. In 
addition, 40 appendectomies, 18 unilateral 
and 7 bilateral salpingo-oophorectomies, and 
three umbilical hernioplasties were done. 


TABLE 8 
COMPLICATIONS 


Discharged 
Type Treatment P. O. Days 

Phlebitis, left Ligation 7th day post hyst. 

iliac vein Admitted 10th day 
Discharged 21st day 

Pyelitis, stitch Antibiotics 7th day 

abscess 

Pyelitis Antibiotics 8th day 

2 day fever Antibiotics 8th day 

1 day fever* Antibiotics 8th day 

Wound infection Drainage 14th day 

Wound infection 

Superficial Local 7th day 

Phiebitis Ligation 7th day post hyst. 
Admitted 21st day 
Discharged 40th day 

1 day fever* none llth day 

Breast abscess Drainage 10th day 

Febrile before Antibiotics 19th day 

operation* 

Febrile, cause Antibiotics 13th day 

unknown 

Bronchitis Antibiotics 9th day 

2 day fever Antibiotics 8th day 

Pyelitis, Antibiotics 12th day 

Pneumonitis 

Pneumonitis Antibiotics 8th day 

2 day fever Antibiotics 7th day 

Wound dehiscence 

Superficial Repaired 10th day 

2 day fever Antibiotics 

Bladder atony Drainage 13th day 

Febrile, cause Antibiotics 13th day 

unknown 


Gross morbidity—22.97% 


*Not counted in morbidity percentage 
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The complications associated with this oper- 
ation were for the most part minor as listed 
in table 8. Of the 20 patients only 17 could 
be counted in our gross morbidity, which was 
22.97 per cent. The serious complications were 
two instances of thrombophlebitis necessitat- 
ing vein ligation. The average postoperative 
period of hospitalization for these patients 
was 11.5 days, while the average for the en- 
tire group was 8.28 days. There were no 
deaths in this series. 

All patients were given antibiotics and 
blood transfusions when indicated. In gen- 
eral, most patients received one unit of blood, 
in order to improve their hemoglobin levels 
prior to, or during the operation. Blood was 
available at all times and kept in the operat- 
ing room to be given when needed. In table 
9 is listed the number of patients transfused 
and the amount of blood given. In only 5 
cases were large amounts of blood given, not 
because of hemorrhage resulting from the 
operation, but rather for the pathologic con- 
dition which demanded the hysterectomy. 

I did a personal follow-up in 40 patients in 
order to ascertain and to investigate any com- 
plaints or symptoms which may have de- 
veloped in these women, and also to de- 
termine by examination the anatomic and 
functional results. Not a single patient com- 
plained of dyspareunia, although some had 
this before operation. Libido was either im- 
proved or the same. It is possible that some 
of this improvement was due to freedom from 
fear of pregnancy. No patient had any psychio 
reaction nor regrets about the loss of either 
her menses or her uterus. All maintained that 


TABLE 9 
BLOOD TRANSFUSIONS 


Amount cc. No. Cases Remarks 

None ll 

500 32 

750 4 

1000 21 

1200 1 

1500 2 Fibroid uterus, infected 
Dead baby, uterus re- 
moved unopened 
Bleeding from lacerated 
lower uterine segment at 
time of cesarean section 

2000 1 Bleeding from lacerated 
lower uterine segment at 
time of cesarean section 

3500 l Abruptio placenta, hypo- 
fibrinogenemia, atonic 
uterus 

4000 1 P. P. hemorrhage, atonic 


uterus, retained placenta 
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they would again elect hysterectomy as their 
operation of choice for purpose of steriliza- 
tion. All were happy to be free of the monthly 
flow, especially those who had previously had 
pain and profuse flow, and incapacitation as a 
result of the existing condition. There were 
no cases of urinary incontinence. From an 
anatomic and functional viewpoint the results 
were from good to excellent. The vaginal 
canals were ample as determined by the in- 
sertion of a medium size bivalve speculum and 
as confirmed by the patient in relation to 
coitus. All vaginas were well supported and 
there was not a single case of vaginal pro- 
lapse. The patients were all pleased with the 
final results. 


Discussion 


The clinical experience in these 74 cases of 
total hysterectomy at the time of cesarean sec- 
tion and in the early puerperium, either for 
the purpose of sterilization or as indicated 
for disease, has convinced me that this pro- 
cedure has merit. Technically, no difficulty 
was experienced in performing this operation, 
and in many respects it is easier to do at this 
time. The pelvic tissues and fascial planes 
are more mobile and dissect with ease. In our 
hands hemorrhage has not been a problem 
because the vessels are more easily identified 
and ligated. In the last several patients oper- 
ated upon at the Sinai Hospital the low trans- 
verse incision was employed with gratifying 
results. The skin was closed with five zero 
Surgaloy steel sutures as a continuous mattress 
which was removed on the fourth postopera- 
tive day. Any qualified surgeon can do it. All 
of our operations except two were done by 
our resident staff. 

This procedure guarantees no failures of 
sterilization, whereas all tubal procedures 
have been followed by some failures. 

If one is going to end the childbearing 
career of a woman by sterilization, it seems 
reasonable to do so by a procedure which will 
also be a prevention against future disease 
either benign or malignant. It has been shown 
by a review of the pertinent literature that 
the uterus is not essential for the well-being 
of a woman after her childbearing career has 
been ended. Nor does the absence of the 
uterus bring about any ill effects. At the same 
time it has been shown that there is a definite 
incidence of malignancy developing in the 
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genital organs during the span of a woman’s 
lifetime. 

It has likewise been shown that total hyster- 
ectomy, done at the time of cesarean section 
or in the early puerperium, does not carry 
with it an increased risk in either mortality 
or morbidity as against some form of tubal 
ligation. 

In the present-day statistics it appears that 
if we are to prevent malignancy from develop- 
ing in the ovary, women in the premenopausal 
age should have bilateral oophorectomy done 
at the time of the operation. We have fol- 
lowed this policy in all women of 40 years 
or older. 

Early ambulation has been carried out in 
all these patients. Every patient is out of bed 
in 12 to 24 hours postoperatively. Most pa- 
tients are discharged between the sixth and 
eighth day. 

It is my humble opinion that in this era of 
improved surgical technics, with better pre- 
and postoperative care, plus the added fea- 
tures of chemotherapy, antibiotics, and blood 
banks, it is safe to recommend total cesarean 
and puerperal hysterectomy for the purpose of 
sterilization. This procedure will not only 
yield immediate good results, but will also 
remove an organ which would otherwise re- 
main a potential and real danger to the health 
and life of the woman. 


Conclusions 


1. Tubal ligation or tubectomy does not 
guarantee sterilization, nor is it free of mor- 
tality and morbidity. 

2. Total hysterectomy at the time of ce- 
sarean section and in the puerperium assures 
sterility and is a prevention against develop- 
ing disease and/or malignancy in the removed 
genital organs. 

3. Seventy-four cases of total cesarean and 
puerperal hysterectomies have been analyzed. 

4. There has been no mortality in this 
series. 

5. The gross morbidity rate of 22.9 per 
cent is not excessive. 

6. The average hospital stay postoperative 
for all patients has been 8.28 days and for 
patients with complications 11.45 days. 

7. Evidence indicates that the uterus is 
not essential for normal ovarian function. 


8. Prophylactic removal of both ovaries in 
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women after the age of 40 years should be 
done at the same time. 


9. A follow-up of 40 patients (54 per cent) 
revealed good results psychologically, anatom- 
ically and functionally. 
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Discussion (Abstract) 


Dr. A. Louis Dippel, Houston, Tex. Dr. Siegel has 
presented a sizable series of cases of sterilization in 
the recently pregnant woman by a surgical method 
which is far more extensive than is usually employed. 
Justification for extending our surgical approaches 
must be carefully evaluated from the points of view 
of, (1) gains to be accomplished, (2) calculated risks 
to be expected, and (3) ease of general acceptance, 
before our profession can ascribe to them as a more 
or less routine procedure, or propose them to allied 
surgical specialists, or to any other physicians who 
might utilize such procedures. 

Admittedly, this method of sterilization has previous- 
ly been advocated as a means of safeguarding against 
the possibility of subsequent malignancy in those 
genital organs which would otherwise be retained. If 
we are to routinely perform such prophylactic surgery, 
it will be essential to prove that there is a real danger 
in retaining the organs which at the time of opera- 
tion are healthy. It will, moreover, be necessary to 
prove that the added risk of extending the required 
surgery is only a fraction of that which would prevail 
if the currently normal organs were left in situ. 
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Equivalent risks would not justify the added procedure 
inasmuch as the latter might subject the patient to 
greater discomfort, as well as remove her for a longer 
period of time from her ordinary occupation, be that 
gainful or otherwise. For purposes of enlarging upon 
this point, we would refer you to Dr. Siegel’s table | 
which is reproduced from Randall’s incidence rate of 
genital malignancy. Since routine oophorectomy is not 
proposed, we will ignore the ovarian malignancies. 
However, note that of 100,000 women, 124.77 would be 
expected to develop cervical malignancy prior to age 
45 years and another 20.17 malignancy of the uterine 
corpus. This represents a total of 144.94 out of every 
100,000 women, or one woman in every 690 who could 
expect uterine malignancy of some kind. Finally, 
when one reflects upon the actual number of steriliza- 
tions he has personally done and the probable num- 
ber he might effect before retirement, he might very 
well become discouraged with the likely possibility that 
in all of his active professional life, he will contribute 
only a fraction of a woman as his share to the pro- 
posed salvaged mothers. In other words, before the 
prophylaxis as recommended can become a vital factor 
in preventing uterine malignancy, a whole army of 
obstetricians plus allied associates would have to be 
recruited to the task at hand. Stated in another way, 
it does not appeal valid to propose this surgical pro- 
cedure as an important prophylactic method unless 
it can be more or less universally accepted. We doubt 
that all the operators now performing less extensive 
methods of sterilization are surgically equipped to do 
total abdominal hysterectomies. We would, therefore, 
suggest that a more logical indication for total hys- 
terectomy as the method of choice in sterilizing the 
woman be sought. 


Much has been written, and perhaps even more 
unwritten, about pregnancy following tubal steriliza- 
tion. These failures are not only regrettable but also 
on occasion are fatal. Almost without exception, they 
involve the Madlener, Bishop, or Pomeroy methods, 
i.e., those which primarily depend upon occlusion of 
the tubal lumen through crushing and ligating a loop 
or knuckle of fallopian tube. Since, in the hands of 
the originators, the incidence of failures is nil or low, 
it follows that those of us with failures upon using 
those methods are not adhering strictly to the tech- 
nics as originally used or proposed. We indicated some 
of these probable technical errors when reporting 
five failures in 101 patients sterilized by the Madlener 
method. We know of no failures following the use of 
tubal sterilization methods which depend upon in- 
terrupting the course of the tubal canal, i.e., the 
Irving and the Cook methods. It will be recalled that 
these are effected by severing the tube near the mid- 
point or at the junction between the middle and inner 
one-thirds, separating the medial segment from its 
mesosalpinx back to the uterus, and burying the distal 
end of that medial section in the myometrium (Irving) 
or corresponding round ligament (Cook). We have 
personally employed the Irving method for the past 20 
years and believe that we can say with confidence 
that there have been no failures, for not one patient 
has returned to claim her guarantee, namely, ample 
funds for the college education of a child born after 
that sterilization. Our residents have used no other 
methods of sterilization during the past 12 years; each 
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has mastered the technics early in his career. It must 
be freely admitted that much more time and ex- 
perience would be required to master the surgical 
technic for total hysterectomy on the recently preg- 
nant patient. 


If we turn now to total hysterectomy for steriliza- 
tion in the hands of the experienced operator, certain 
logical difficulties and objections seem quite obvious. 
In his earlier publication, Dr. Siegel showed that cer- 
tain anatomic variations in the very recently delivered 
patient interfered with complete removal of the cervix 
so that in three of his first 16 patients, the cervix was 
not removed in toto. Since no mention is made of 
this difficulty now, it is assumed that all of his oper- 
ators have overcome this problem, probably by delay- 
ing the puerperal sterilizations until the third instead 
of the first day after delivery. A very real objection 
which might present itself to the seasoned surgeon 
is that of adequacy or completeness of the operation. 
This must be a real consideration in those multiparas 
who have had repeated vaginal deliveries. It must 
be noted that in 37, or 65 per cent of the 57 patients 
more than 35 years old, Dr. Siegel’s sole stated indi- 
cation for. sterilization was grand multiparity. Ob- 
viously, some of these multiparas must have presented 
relaxations which currently should have required or 
eventually will require surgical correction. It is, there- 
fore, suggested that sterilization might best be delayed 
until a safe time after delivery, say six months or 
longer, so that the total gynecologic requirements 
might be handled. 


The series here reported is too small to be of ab- 
solute statistical value. Nevertheless, a 3 per cent in- 
cidence of phlebitis requiring ligation operations, an 
equal incidence of pneumonitis, and a host of lesser 
postoperative complications bespeak the relative seri- 
ousness of the operation as well as its increased risks. 
There are, of course, circumstances under which total 
hysterectomy is clearly the operation of choice for 
treatment of the recently pregnant woman, and we 
must be equipped and prepared to proceed with that 
operation, but as an operation of election, or in the 
hands of more casual or infrequent operators, the 
conservative obstetrician and the teacher could not 
subscribe to it. 


Dr. Siegel’s presentation is thought-provoking. Many 
other phases of the problem might be discussed and 
a much larger series must be exhaustively analyzed 
from points of view of indications, complications, and 
results, before one would be in a suitable position to 
ascertain whether he could ascribe to, or would be 
obliged to oppose routine total abdominal hysterec- 
tomy as the operation of choice to sterilize at the time 
of cesarean section or in the early puerperium. 


Dr. Hugh G. Hamilton, Kansas City, Mo. I ap- 
preciate the opportunity to come to this platform to 
agree with a point or two of Dr. Siegel’s presentation, 
and to roundly damn one or two of his ideas. I must 
agree with Dr. Siegel that in the cases where I have 
found it necessary to do an intra- or immediate post- 
partum hysterectomy, technically, it was an easier 
procedure than under ordinary circumstances because 
the tissue is softer and more pliable. I will grant him 
that. A few years ago at Miami, Thomas got in a real 
“wrestling match” before this same group over the 
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idea of doing hysterectomy as a sterilizing procedure. 
The “wrestling match” at that time was due to a 
misunderstanding in semantics, where it was thought 
when he said panhysterectomy he meant the ovaries 
as well as the uterus and cervix. 

I think we will all agree that the uterus essentially 
is nothing but a hollow sac of muscles to grow babies 
in, and that it has no endocrine function, so we have 
lost little or nothing in that line. Dr. Thomas also 
equally showed there was a considerable amount of 
disease left in a nonfunctioning organ after the sterili- 
zation procedure has been done. If, however, the only 
reason for operation is sterilization, unless you have 
a woman open for a cesarean section for another rea- 
son, it is a much more, minor operation to do a 
vasectomy than to do a total hysterectomy. After all, 
in the average family, the husband’s sperm is also 
necessary to accomplish conception. So much for the 
ethical consideration. 

Now, then, he made another statement about 
oophorectomy—and maybe I misunderstood Dr. Siegel 
here. If I did, I apologize for castigating him some- 
what, but I believe I heard him say that he thought 
if the woman was 40 or over, he should do a bilateral 
oophorectomy. Is that right, doctor? 

Dr. Siegel: Yes. 

Dr. Hamilton: Fine! Now I can go on. 

I think Dr. Siegel is guilty of a very fine piece of 
fuzzy thinking. I really do, Dr. Siegel. Because, after 
all, it is the common conception among a lot of peo- 
ple, both lay and professional, that the only function 
of the gonads are the sexual and reproductive activity. 
I wish to make a categorical denial of that theory 
and to point out a fact or two about it. 

I have forgotten who the smart man was who at 
one time made the remark that if the female gonads 
were worn on the outside of the body like the male’s, 
the rate of their loss would be approximately equal. 


I do not think there is any one among you who does 
not believe that there are endocrine functions of the 
gonads that are far more important in the metabolic 
economy of the human body than is the reproductive 
function. All you need to do is sit down and realize 
that the demineralization processes that take place in 
people, starting anywhere from their later twenties 
to their early or middle thirties, and progressing with 
increasing rapidity from forty on is the result of 
gonadal failure. Recognize the fact that the basic 
function of the ovary or testicle is the same, and that 
its function essentially is to assist the thyroid in the 
maintenance of protein metabolism and in storage 
of protein in the body, in addition to which, it totally 
governs the utilization of calcium and phosphorus. 
That is why you can take a fall at 40 and it only 
bruises your buttocks, where the same one at 60 
breaks your hip. 


I see no reason, when the incidence of ovarian 
malignancy is as low as it is, why we should accelerate 
the tissue aging processes of women by anywhere from 
10 to 25 years because of a relatively hypothetical 
danger. 


Dr. H. J. Langston, Danville, Va. 1 would like at 
this time to ask one question. Before I do, I want to 
say I enjoyed the paper and the discussion, both of 
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which have caused me to ask this question. Are these 
procedures of sterilization of our women, which are 
so extensive at this time in these United States, the 
true practice of medicine? 


Dr. Siegel (Closing). To say that I am at all sur- 
prised at what has been said, is not the truth, because 
I expected just this sort of a retort. Everyone else who 
has presented a paper of this kind has had the same 
sort of criticism and the same sort of reasoning given 
for not doing total hysterectomy for purposes of 
sterilization. 

I want, however, to thank everyone who has dis- 
cussed this paper, because I believe this kind of dis- 
cussion is very helpful and very fruitful. The mere fact 
that there are people who disagree indicates that we 
are living in an age where everything in medicine is 
not just 100 per cent right. it is hoped that free dis- 
cussion of this subject will eventually bring the cor- 
rect answer. 

I can recall, and I know many of you who are much 
older in this field can also recall, that there have 
been many differences of opinion in the past which 
have been cleared up by repeated consideration of what 
appeared to be an unpopular subject. Not too many 
years ago there was great debate in our profession on 
the subject of “subtotal hysterectomy versus total 
hysterectomy for benign conditions.” There were those 
who claimed that the risk of mortality for total hys- 
terectomy was greater than the risk of malignancy of 
the cervix developing in subtotal hysterectomy. And 
that was true in those days because the operative 
technic had not yet been perfected; nor did we have 
as good preoperative and postoperative care; nor did 
we have good anesthesia; nor did we have antibiotics 
or chemotherapy; nor did we have blood banks avail- 
able to give these patients the best care. Thus the 
mortality from total hysterectomy was too great a 
risk as compared to the risk of leaving behind a 
cervical stump which might develop a malignancy. 
I believe today our profession is universally agreed 
that total hysterectomy is the operation of choice, 
when it is feasible to do so without any added risk 
to the patient. 

The question was asked: “Is sterilization ever good 
medical practice?” You can go to any hospital in this 
country, except for those of certain religious beliefs, 
and find that sterilization operations are sanctioned. 
Whether it is good or bad medical practice is for 
those institutions to define. 

Now my good friend, Dr. Hamilton, stated that the 
only way a woman who is married should get pregnant 
is from her own husband’s semen and that therefore 
the husband be sterilized by a simple procedure. I 
agree with that statement. But I would like to know 
how many of you have succeeded in getting the hus- 
band to accept the simple operation of having his 
vas ligated? I had one who consented and then backed 
out. What are you going to do about it? Are you 
going to let the poor woman go on having babies re- 
gardless of her heart condition, regardless of her 
chronic hypertensive disease, regardless of her grand 
multiparity, and so on? If this is not the problem 
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then we would not be doing these sterilization opera- 
tions anywhere by any method, be it tubal ligation 
or hysterectomy. 


Dr. Hamilton, nobody will disagree that the ovaries 
have some function at 40, or 50, even at 60 years of 
age, but we are weighing the risk of ovarian malig- 
nancy as against ovarian insufficiency. We know that 
the incidence of ovarian malignancy in the 40 or 
more age group is on the increase and we know how 
lethal this disease is. We are not yet that proficient to 
be able in most instances to make an early diagnosis 
of this disease before metastases has occurred to give 
that woman the maximum protection. We feel that 
if the woman of that age group develops signs and 
symptoms of ovarian deficiency we can relieve her 
with substitution hormone therapy, rather than sub- 
jecting her to the increased risk of a fatal ovarian 
malignancy. 

Now, Dr. Dippel, I might tell you, and this comes 
from Dr. Eastman himself, that they have already had 
at Hopkins one failure by the Irving technic. Of 
course, you may say the procedure was incorrectly 
done, but that is the risk of any operation. It thus 
becomes a failure of the operation. As far as I know, 
every type of tubal operation, even subtotal hysterec- 
tomy, has failures reported. Thus there is no opera- 
tion except bilateral oophorectomy or total hysterec- 
tomy which is foolproof against pregnancy. 

I neglected to state in my paper that our puerperal 
hysterectomies are done usually 72 hours after de- 
livery. This allows for some involution of the cervix 
and makes identification of the cervix easy. This is 
important because in the immediate puerperium the 
cervix is rather flush with the vagina and makes 
identification most difficult. 


I said in my paper that I had personally interviewed 
and examined 40 of the 74 patients weeks or months 
after their operation. In reality all 74 patients were 
examined by the residents, and there have been no 
failures in terms of leaving behind any part of the 
cervix or prolapse of the vagina. 


I agree with you, Dr. Dippel, that no woman should 
have a total hysterectomy done in the puerperium who 
also needs a perineal repair. We do not do this oper- 
ation on such women. They are told to return at a 
later date for the complete operation. These total 
hysterectomies are done only if the patient elects it. 
We say, “We can sterilize you by ligating your tubes 
and you will continue to menstruate, or we can ster- 
ilize you by removing your uterus and you will no 
longer have any menstrual function. Which do you 
prefer?” The patient then selects the operation. | 
think, Dr. Dippel, if you recall, not too many years 
ago that Dr. John Whitridge Williams, of Hopkins, 
and no one could ever say he was radical, did puer- 
peral subtotal hysterectomies for sterilization purposes. 
He said he selected the type of sterilization operation 
by asking the patient, “Do you want to menstruate 
or not?” If she said she did not want to menstruate, 
it was a subtotal hysterectomy. It was by studying 
the uteri removed at varying times in the puerperium 
that enabled him to write his last paper on the in- 
volution of the placental site. 
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Bed Service for Physical Medicine and 
Rehabilitation: Solution for Intensive Rehabilitation 


and Discharge of Patients* 


LEWIS A. LEAVITT, M.D., Houston, Tex. 


As advances in medicine and surgery save lives and prolong life, residual disabilities often 
leave a permanent handicap either physical or in terms of self-support. Rehabilitation in 
all its facets thus must often become a handmaiden to medicine and surgery. 


IN THE REHABILITATION OF THE PHYSICALLY 
HANDICAPPED individual, the utilization of a 
bed service is paramount in the management 
of the patient just as in any other treatment 
service, the availability of the patient is very 
helpful. 


In this Veterans Administration Hospital, 
our Manager, Dr. Cady, saw the need of a Re- 
habilitation Service comprising not only the 
usual clinics but also beds that were to be as- 
signed to the physician or director in charge 
of Physical Medicine and Rehabilitation. 
These beds staffed by physicians and nursing 
personnel would relieve the demand for acute 
medical, surgical and orthopedic beds and still 
permit the total care and restoration of the 
patient prior to his discharge. Thus, with com- 
plete responsibility for the patients within our 
professional sphere, a 20 bed ward for Physical 
Medicine and Rehabilitation was opened on 
June 27, 1949, as approved by the Dean’s Com- 
mittee of Baylor University College of Medi- 
cine. 


Medical care itself cannot erase a disability, 
but if a handicap which may be adjudicated 
as 75 per cent involvement can be reduced to 
20 or 25 per cent and then the patient be 
helped to live and work within his physical 
disability, positive rehabilitation has been ac- 
complished. To bring about this result in 
our patients, a bed service is helpful. In a 
large center such as our hospital, a degree of 
specialization of the physicians and therapists 
working with the severely handicapped pa- 
tient is needed but, in general, the greatest 
need is sincere interest. A bed service also 
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itation, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


allows complete evaluation of the patient 
which includes not only his admitting diag- 
nosis or disability but also his social-economic 
situation, vocational background, attitude to- 
ward his disability and role of his family. 
Such an evaluation needs the services of more 
than one person and usually would entail the 
nurse, social worker, vocational counselor 
and/or psychologist as well as physician and 
therapists. 


After these spheres of the patient’s prob- 
lems have been evaluated goals can be estab- 
lished,—goals which include not only physical 
but also vocational restoration, as well as the 
role of the family in the patient’s community. 
At all times during rehabilitation it is im- 
portant to keep in mind the basic medi- 
cal problem and not to become over- 
enthusiastic in activities to the detriment of 
the patient’s welfare. This is why a prescrip- 
tion of rehabilitation is needed and it, in itself, 
should be treated as if it were any drug or 
medication. Graded activities of restoration 
within the patient’s tolerance results in maxi- 
mal recovery of strength and function, thereby 
reclaiming ability and mobility. 

Preparing the patient for recovery is most 
easily accomplished when the physician and 
his associates are not only in charge of the 
patient’s medical problem but also are re- 
sponsible for his total rehabilitation. Such 
preparation for recovery includes that elusive 
quality of “belief” or “rapport” with the pa- 
tient, so that he understands and believes he is 
to receive the best care possible or gains the in- 
sight and desire to help himself. We are un- 
able to rehabilitate patients—they rehabilitate 
themselves with our help. Often the patient 


1 
d 
IS 
a- 
il 
x 
is 
d 
nS 
re 
10 
ld 
10 
a 
al 
it. 
es 
10 
I 
Ts 
1S, 
eS. 
on 
te 
te, 
ng 
im 
n- 


204 SOUTHERN MEDICAL JOURNAL 


needs psychologic counseling to accept his dis- 
ability. I believe a handicapped patient has 
three phases in his thinking. At first he is 
afraid and wants to live. Secondly, when he 
discovers that he is going to live, he wonders 
why this had to happen to him and rejects 
himself and others. Finally, he accepts the 
situation and determines to find out what can 
be done about helping to rehabilitate himself. 
If we can shorten this second phase of re- 
jection, we can prepare the patient more 
quickly for rehabilitation and this can be more 
easily accomplished when one doctor can fol- 
low his patient clinically. This is possible 
with a bed service in Physical Medicine and 
Rehabilitation. 

Activities of daily living or functional ac- 
tivities are practiced on a rehabilitation ward. 
A score card tells us how much of self-care a 
patient is capable of performing, as accom- 
plished in such clinics as Physical Therapy, 
Occupational Therapy, and Corrective Ther- 
apy. Within such a ward, the nurse and aide 
know by a glance at this card if the patient can 
feed himself, clothe himself, brush his teeth 
or bathe himself in one or more of the three 
ways available,—that is, a table bath, a modi- 
fied conventional bath, or shower, and expect 
the patient to perform accordingly. Thus, the 
patient is not only physically restored to var- 
ious levels but practices such restoration daily. 
The patient is encouraged in such a ward to 
maintain and increase his general condition 
through ward activities of daily living, the 
same as he will do later at home. If such 
a program is not applied, we find that con- 
tractures become prevalent and, when present, 
are ten times more difficult to alleviate than 
to prevent. If not prevented they often result 
in deformities that become permanent, or 
need complicated prolonged reconstructive 
surgery at a great cost to the patient in hos- 
pital days. Such complications also bring 
about further inactivity and subsequent men- 
tal stagnation, which results in insecurity and 
this, in turn, develops into “compensationitis,” 
“hospitalitis” and finally a dependent indi- 
vidual. 

It may be of interest to outline the routine 
we follow in evaluating our patients. A new 
patient admitted to our service directly from 
the Admission Office or referred from one of 
the other services in the hospital is presented 
at the Physical Medicine Rehabilitation Serv- 
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ice Therapeutic Conference, attended by all 
of the doctors on our service. The patient 
is presented to the group by the physician 
to whom the patient is assigned. He pre- 
sents a concise history and the positive 
physical findings as well as accessory clinical 
findings and, if indicated, a consultation by 
another service. The patient is then discussed 
completely, including not only the present 
physical problem but also his potential voca- 
tional goals, his attitude toward his illness, 
and the attitude of the family. Short range 
as well as long range physical and vocational 
goals are established. The immediate treat- 
ment program is decided upon and the phy- 
sician dictates a concise report and prescrip- 
tion which is transcribed promptly and given 
to the therapist so that the patient can be 
started on his treatment program either the 
same day or the following day. 


At this same time, if a social problem is 
recognized to exist, the social worker is called 
in through referral and discusses the situation 
with the patient as well as the family, if mem- 
bers are available. If not, some of the family 
are asked to visit the hospital in the near fu- 
ture and at that time discharge plans are dis- 
cussed, even though discharge may be several 
months in the future. “Length of stay” within 
the hospital is a very important item and only 
too often one finds that the family’s visits may 
become shorter and more infrequent. Then 
when the patient is reaching the final phase 
of treatment and plans for discharge are con- 
templated, the patient may be rejected by his 
family because they have not been brought 
into the picture early and kept there through- 
out the course. Week-end leaves are en- 
couraged so that the patient remains a part of 
the family, rather than an empty chair which 
may be pushed back to the corner or become 
occupied by other people. 

At the same time, we like to have the Voca- 
tional Counselor evaluate the patient, and if a 
vocational problem exists, that is, the patient 
is going to have to modify his preceding voca- 
tion upon discharge or even change his voca- 
tion, such is accomplished through counseling. 
A clinical psychologist who has specialized in 
Vocational Counseling and placement is a 
member of our staff and sees those patients in 
whom a vocational problem exists. The pa 
tient is seen during the first week of his hos- 
pitalization by the counselor who does a thor 
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ough but rapid interview and testing program, 
which gives the physician an outline of the 
patient’s interests and intermediate or poten- 
tial vocational goal. This is very helpful in 
the assignment of the patient in his clinical 
training program. For example, if the man is 
interested in a mechanical level, placement in 
Manual Arts Therapy rather than Occupa- 
tional Therapy will help to stimulate and 
motivate the patient, and also will show him 
that something positive is being accomplished 
and that although he is helping himself to re- 
duce his physical disability, concomitantly 
he is also preparing himself for a definite oc- 
cupational goal. This same applies to Educa- 
tional Therapy,—where the patient may be 
studying small business management along 
with his mechanical aptitude which would be 
a portion of the total goal as set up in the 
initial conference. 


The patient may be presented from time to 
time to the Therapeutic Conference of the 
Physical Medicine Rehabilitation Service for 
re-evaluations and progress notations. Such a 
conference is very helpful in establishing rap- 
port between the physician and the therapist 
at the clinical level and is also a valuable 
teaching program, both for programs for af- 
filiate trainee students, as in occupational 
therapy or physical therapy, as well as for the 
residency training program in physical medi- 
cine and rehabilitation. 

Our Medical Rehabilitation Board meets 
every other week at a scheduled time and at 
this meeting there will be present not only 
the physicians directing the patient’s rehabili- 
tative program but also the chiefs of sections 
of Physical Therapy, Occupational Therapy, 
Corrective Therapy, Educational Therapy and 
Manual Arts Therapy. Also included are the 
ward nurse, the social worker, clinical psy- 
chologist, vocational counselor and others who 
are concerned with the patient’s over-all pro- 
gram. Those patients are discussed who pre- 
sent difficult cases in their total rehabilitation 
and need ‘‘a meeting of the minds” in order 
to accomplish the final objective. Through 
such meetings also are discussed plans for dis- 
charge. Thus, the patient's social-economic 
situation can be brought to the group, as well 
as the vocational program and vocational 
training that will be accomplished through 
community agencies following discharge. The 
patient's attitude and progress in treatment 
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can be noted and a final total objective be ac- 
complished, transcribed and be made a part 
of the patient’s clinical record. 

Another program we utilize in the physical 
and vocational rehabilitation of our patients 
is Industrial Therapy, which is under the su- 
pervision of the Manual Arts Therapy Section. 
Industrial therapy is to find an actual job as- 
signment within the hospital which will pro- 
vide specific occupational experience under 
usual working conditions for those patients 
who demonstrate a need for this activity as a 
part of the medical and vocational rehabili- 
tation. Such assignments are selectively made 
for that particular job which may enable the 
patient to develop tolerance for work and 
make necessary physical and emotional adapta- 
tion to the demands of a specific job under 
conditions which are consistent with his voca- 
tional goals after discharge and thus hasten his 
readiness for productive employment. It is 
designed for individuals on a full patient 
status and involves no financial renumeration 
and may be prescribed for any portion of the 
regular work day, according to individual tol- 
erance level and his other treatment schedules. 
Usually, when a patient is started in Indus- 
trial Therapy, he may work only an hour at 
that particular assignment, spending the re- 
maining five or six hours of his treatment day 
in specific clinics. As physical restoration is 
accomplished, and as his ability to perform 
within his physical limitations toward his vo- 
cational goal is increased, the time he spends 
at this assignment is also increased. By the 
time the patient is able to spend four or five 
hours a day in such Industrial Assignment, he 
is usually capable of the activities of self-care 
and then can be discharged either for con- 
tinued training outside of the hospital through 
community agencies, if a new vocational goal 
is being established, or can return to his own 
job in industry at a part-time level, increasing 
this as his physician decides through follow- 
up evaluations. 

For example, say that one of our patients is 
going to return to his community to work in a 
small grocery store with his brother. This pa- 
tient is physically handicapped through rather 
severe involvement by Striimpell-Marie’s dis- 
ease, and in order to determine whether or 
not that the patient will be able to undertake 
such an occupational goal, an Industrial 
Therapy assignment in the local Canteen Serv- 
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ice would be helpful. Also in order for the 
physician to consider such a vocational goal, 
it is necessary that he know something about 
the following factors: 


A. “Nature of business enterprise. Thus, the business 
is a small general store located in a rural area 
handling staple canned goods, cold meats, dairy 
products, etc. Living quarters are available above 
the store for the operator and his family. 

B. “Requirements for establishing the business. That 
is, the capital investment, inventory, taxes, federal 
taxes, expansion, etc. 

C. “Physical activity involved. The physical activity 
as to the extent of walking is usually minimal, the 
location of counter and equipment as adjusted to 
the operator’s ability and disability. Lifting us- 
ually consists of restocking of shelves from cartons 
with little or no outside activity involved. 

D. “Job analysis. Skills required are salesmanship, 
ability to meet people and deal with people, 
knowledge of business practices and simple ac- 
counting. 


E. “Pertinent factors. Consideration of the operation 


of a business in a locality where trade is the year 
round, rather than seasonal. 


F. “Actual planned situation. The operator of this 
business enterprise is 34 years of age, recently dis- 
abled, married, with one son of school age. Pa- 
tient had developed some insecurity since he had 
to leave a good paying job of “roughneck” in the 
oil field. Debts were large and caused anxiety to 
the entire family. Social worker was able to help 
the family with local businessmen in establishment 
of the business. Operator developed a receptive 
attitude toward his total situation, and the family 
became cooperative with a good end result. 


G. “Evaluation. This patient has made a good ad- 
justment, now possesses a healthy attitude toward 
society and has the cooperation of his family and 
the community. His business shows a healthy 
start and should succeed.”1 


Thus, a complete evaluation through phy- 
sical and vocational restoration of a physically 
handicapped patient is possible when a bed 
service is a part of a Physical Medicine and 
Rehabilitation program, and is the solution 
for intensive rehabilitation and discharge of 
the patients. 


Reference 


}. Small Business Enterprises for the Severely Handicapped. 
U. S. Dept. of Health, Education and Welfare. Office 
of Vocational Rehabilitation, pp. 50-52. 


Discussion (Abstract) 


Dr. Charles Stansky, Bay Pines, Fla. Dr. Leavitt is 
to be greatly commended for his paper describing the 
Physical Medicine and Rehabilitation Bed Service at 
the Veterans Administration Hospital, Houston, Texas, 
and the assistance such a Service gives in the intensive 
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rehabilitation of the severely disabled patient. The 
physician of today is able by means of his modern 
medical armamentarium and surgery to save the life 
of many severely injured and seriously diseased pa- 
tients only to be confronted by the residua of these 
injuries and diseases,—patients who are apathetic, in- 
active and helpless. This problem of restoring the 
severely handicapped, chronically diseased and the 
geriatric patient to a state of self-sufficiency is one 
of the urgent and challenging problems, not only for 
the specialist in physical medicine and rehabilitation 
but also for the entire medical profession and the re- 
lated discipline. 

At the Veterans Administration, Bay Pines, Florida, 
we have tried to concentrate our physical medicine re- 
habilitation efforts for our hospital patients. By do- 
ing this we hope to restore as quickly as possible our 
patients to the conditions satisfactory for their return 
to their homes and communities. When it becomes 
apparent that a patient will have to spend a long pe- 
riod of time in a program of physical medicine and 
rehabilitation, especially in the old-age group of pa. 
tients or in the severely disabled patients, he is trans- 
ferred to our Rehabilitation Ward for chronic patients. 
As soon as it can be managed, the patient is brought 
before the Evaluation Board and his problems, whether 
medical, psychologic, social or economic, are discussed 
with as many of his physicians, nurses, therapists, so- 
cial service workers and attendants as are concerned 
with this patient. It is our aim to make the patient 
feel that his problems are our problems. If possible, 
the wife of the patient or some member of his im- 
mediate family is encouraged to be present at this 
meeting at which time we also attempt to set a re- 
habilitation goal for our patient. 

We all have the feeling that by this procedure we 
are able to build up the patient’s ego and so try to 
motivate him to continue with a new concentrated 
effort to regain abilities for self-care as well as the 
ability to walk. Patients are brought before the Board 
again and again, when enough progress is made to 
warrant a change in the program, or if no progress is 
made, his prescription is changed after re-evaluation. 
The activities of the members of the rehabilitation 
team are brought close to the patient’s bedside, and, 
whenever possible, we try to bring these patients into 
groups to create a competitive atmosphere. 

My experience has been that the physiatrist is best 
suited for the leadership of the rehabilitation effort 
since he is most familiar with the functions of the 
various related disciplines in his service, such as: Phy- 
sical Therapy, Occupational Therapy, Exercise, Edu- 
cation, Speech, Manual Arts, etc. 

The activities of the rehabilitation team not only 
prevent, in most cases, hospital beds from _ being 
“frozen” but also return patients to their families 
where they will take their places as interested and use- 
ful personalities. Again, let me stress that beds for 
physical medicine and rehabilitation in the general 
medical and surgical hospital are a valuable asset in 
promoting a great deal of satisfaction, not only among 
the patients and their families but also among the 
medical personnel and administrative personnel of the 
hospital. 


by 
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Effect of Vitamin B Complex and 
S-Factor on Acne Rosacea: 


WILLIAM L. POOLE, M.D., Birmingham, Ala. 


The evaluation of methods of treatment in a condition as stubborn as acne rosacea is 
extremely difficult. This is illustrated by the great number of regimens and agents 
which have had their day in the treatment of the condition. 


ACNE ROSACEA has been defined as an angio- 
neurosis of the facial skin with seborrhea.! It 
is a chronic disorder of the “flush area” of 
the face characterized by congestion, seborrhea, 
telangiectasia and acneform lesions. It may 
vary from mild congestion to deep pustula- 
tion, terminating in fibrosis and rhinophyma. 

Pathologically there is first mild congestion 
with infiltrates in the vicinity of sebaceous fol- 
licles; later there are demarcated nodular in- 
filtrates about follicles, with leukocytes, a few 
epithelioid cells among lymphocytes, or tuber- 
culoid cells. Later there is hypertrophy of 
connective tissue.?* It is interesting that Lay- 
mon, and Miescher found this picture indis- 
tinguishable from Rosacea-like Tuberculid of 
Lewandowsky. 

The causes of rosacea may be divided into 
four factors: 

1. Lack of vitamins.?’ Riboflavin, espe- 
cially in eye lesions,§!© niacin!!2 and _ pyrid- 
oxine.13,14 


2. Local infection, due to cocci,5 and 


Demodex folliculorum.16-17 Systemic infection 
localized to the sinuses, throat, female regener- 
ative organs, and the gastrointestinal tract. 
Antibiotics are of help here.18 

3. Gastrointestinal disturbances as the re- 
sult of the overuse of caffeine, hot beverages, 
condiments, carbohydrates,!® proteins, and al- 
cohol. Proteins increase permeability of blood 
vessels, a fruit-vegetable diet decreases it.2° A 
high carbohydrate intake is common in rosacea 
patients. Hydrochloric acid prevents pustula- 
tion by creating an acidophilic flora, and is 
necessary for digestive enzymes to act and for 
absorption of vitamins.2126 Chronic constipa- 


*Read before the Section on Dermatology and Syphilology, 
Southern Medical Association, Forty-Ninth Annual Meeting, 
Houston, Tex., November 14-17, 1955. 


tion leads to abnormal fermentation, aggra- 
vating the lesions.?7 

4. Neurogenic factors such as_ chronic 
worry, overwork, late hours, insomnia, intro- 
spective personality, marked repressions, ex- 
cessive responsibilities, sudden shock, emotion, 
depressions which lead to gastric hypoacidity.*§ 

An effective method of treatment should 
take account of these four factors. A review 
of the therapeutic approach by the use of vita- 
mins offered little concrete or proven facts. 
Most investigators felt riboflavin was helpful 
for ocular lesions, and pyridoxine and the 
B-complex to be an aid for seborrhea. Arti- 
cles appearing on liver extract in pustular and 
keloid acne suggested this potent source of 
B-complex might offer help for the pustular 
indurated type. Boiled and refined liver, so- 
called S-factor}+ (skin factor or Kutapressin) of- 
fered promise because of increased vasopressor 
influence on cutaneous capillaries.*9 


Therefore a plan of attack was evolved to 
counter the causes. The patients were to: 


1. Take an adequate amount of vitamin 
B-complex by mouth in addition to liver ex- 
tract by injection to improve the circulation. 
In addition to a normal and seemingly ade- 
quate diet, they received 20 mg. thiamin, 20 
mg. riboflavin, 100 mg. nicotinic acid, 3 mg. 
pyridoxine, 6 mcg. By, 50 mg. pantothenic 
acid, small doses of liver factor and brewers 
yeast, 20 gr. and 8 gr. respectively. To help ab- 
sorption they took 10 to 15 minims dilute hy- 
drochloric acid,®° Allison showing this to be 
necessary. 


2. Use antibiotics and sulfonamides lo- 
cally and systemically to eliminate infection. 


3. Avoid coffee, hot beverages, condi- 


+Kutapressin is now supplied by the Kremers-Urban Co., 
Milwaukee, Wis., in the form of a sterile aqueous solution. 
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ments, excessive intake of carbohydrates and 
proteins, and eat plenty of fruits and vege- 
tables. A short trial with hydrochloric acid 
was stopped if discomfort arose. 

4. Reduce nervous tension, shed as many 
responsibilities as possible, use sedatives oc- 
casionally. 

A parallel series of cases as control was not 
possible. During the previous five years ex- 
perience, local treatment, hydrochloric acid, 
diet and x-ray therapy had given indifferent 
results. Addition of vitamins and injections 
of S-factor, for relief of congestion, and anti- 
biotics for pustules, gave marked improve- 
ment. One cc. of aqueous procaine penicillin 
combined with 2 cc. S-factor did not increase 
the pain of injection. 

The use of liver for acne was first suggested 
by Sutton.’!  Marshall8?87 discovered the S- 
factor in liver by boiling and fractionally 
distilling crude liver extract. He showed 
S-factor caused definite blanching of cutane- 
ous capillaries, a specific vasoconstriction of 
the skin without systemic change or rise in 
blood pressure. Used in keloids, the im- 
proved circulation facilitated melting of these 
lesions. This showed promise of aiding the 
engorgement about the nose in rosacea. Many 
of his cases of acne vulgaris, and some of 
rosacea responded to it. Dilated veins showed 
improvement. Burks and Knox”? had the im- 
pression S-factor was most effective in skins 
with marked erythema. They confirmed the 
cutaneous pressor effect. The injection did 
not have the painful characteristics of crude 
liver. No untoward reactions were seen. Ery- 
thema responded best with S-factor, seborrheic 
eczema best with crude liver. Hume*® re- 
ported crude liver extract to be the most im- 
portant of many systemic measures suggested 
for adjuvant therapy in rosacea. Walter®® 
found crude liver extract heated and un- 
heated beneficial in treatment of acne. Lich- 
tenstein*® reported good results with little pain 
from injections of boiled liver. Gathings*! 
used hyaluronidase and S-factor in keloids 
with good results, suggesting its use in rhi- 
nophyma. Pensky*? and Nierman*® used 
S-factor in acne. 


Vitamins of the B-group are essential to the 
oxidation-reduction mechanism of all living 
cells, serving as the chemically active group 
in the coenzyme system involved. They help 
the liver to detoxify. Generally all factors 
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play a part. Specifically riboflavin lack causes 
oral changes such as perleche and smooth 
tongue, cutaneous lesions as crusty desquama- 
tion of the nasolabial folds, and ocular dis- 
turbances such as photophobia, burning, itch- 
ing, visual fatigue. Pyridoxine lack causes 
dermatitis of exposed areas and dyssebacea, 
and in animals severe thick crusting of the 
ears and cheilosis. Joliffe!* found it helpful in 
reducing oiliness of the skin. Nicotinic acid 
lack gives typical lesions of skin, dermatitis 
and pigmentation in areas normally exposed 
to sun,—on the hands, feet, neck and face. 
The relation of biotin to seborrheic derma- 
titis is possible.* Kline** found parenteral in- 
jections of B-complex very helpful in his acne 
regimen. 

In our series 158 patients were treated. 
Seventy per cent were followed several weeks, 
30 per cent for a 4 year period, and a few for 
10 years. There were twice as many women as 
men. Most were 30 to 50 years of age. The 
majority had fair skin, light complexion, 
flushed easily and had a slightly oily skin. 
None had rhinophyma. Most were overweight. 
The skin was delicate and if soap irritated it, 
cleansing was done with bentonite powder. 
Half strength lotia alba was patted on at bed- 
time; if this was not well tolerated, zinc ox- 
ide ointment was prescribed. Where lesions 
were frankly pustular, local sulfonamides and 
antibiotics were used. 

Seventeen per cent received only one injec- 
tion of S-factor, 30 per cent received two, 
12 per cent three, 7 per cent four, 8 per cent 
five, 9 per cent six, and the rest from 8 to 15 
injections. If severe, they were given twice 
weekly, after 1 to 2 weeks only once weekly. 
Ninety per cent received | to 4 doses of x-ray, 
70 r unfiltered. Ten per cent received only 
S-factor, 90 per cent received this combined 
with penicillin; 24 per cent received sulfa- 
diazine by mouth, and 12 per cent received 
tetracylines in place of penicillin. Only two 
patients failed to have pustulation controlled; 
it cleared, but immediately relapsed when 
therapy was stopped. Almost half followed 
for 2 to 4 years had subsequent relapses, the 
tendency to rosacea being recurrent. The 
flare-ups were mild, responded quickly to | to 
2 injections of S-factor and antibiotics, resump- 
tion of vitamins and local care. Half the cases 


having two or more injections were seen at 
subsequent dates of 1 to 5 years, and of these 
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40 per cent remained free, 20 per cent had 
minor difficulties necessitating self-treatment 
at home and 40 per cent had minor flare-ups 
responding to office treatment. 


Summary 


Pustules of rosacea were arrested with peni- 
cillin, sulfonamides, and tetracyclines. The 
congestion improved with S-factor and B- 
complex. Relapses were lessened by sensible 
living, diet, and release of tension and occa- 
sional resumption of vitamins. 
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Discussion (Abstract) 


Dr. William L. Dobes, Atlanta, Ga. 1 enjoyed Dr. 
Poole’s paper. In the short time allotted to him, he 
covered the subject well. 


I think it is important to remember that there is an 
“external” type of rosacea in which the Demodex fol- 
liculorum is found in large numbers and most likely 
is the culprit responsible for the disease. This type 
often cannot be differentiated clinically from the in- 
ternal type and certainly should be thought of and 
ruled out before proceeding with internal treatment. 
Local treatment alone with sulfur preparations and 
especially with Danish ointment is simple and gratify- 
ing. 

It is obvious that the internal causes of rosacea are 
many. Each case must be individualized and treated 
accordingly. Should a hormone deficiency be present, 
as often is the case in postmenopausal patients, es- 
trogens may prove to be the most important factor 
necessary for clearing the eruption. I believe a thor- 
ough history is most important in determining the 
course of treatment of a case of chronic recurrent 
rosacea. It would seem to me that a vitamin B de- 
ficiency should be rather rare in our well-fed popula- 
tion except where the patient has some digestive dis- 
ease or is living on a restricted diet. It would seem 
paradoxical to have a healthy well-nourished individual 
with rosacea respond to injections of crude liver. Yet 
this has been my observation in many cases, especially 
those where some degree of seborrhea was also present. 
On the other hand, the S-factor Kutapressin has proved 
ineffective in my own cases of rosacea, as well as in 
acne, seborrhea, and keloids. I have tried it on many 
patients alone and with local treatment added. If this 
drug has value, I believe it is purely psychologic or of 
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only temporary benefit. It seems to me that in the 
literature so many adjuvant remedies and treatments 
were used in conjunction with the Kutapressin that the 
beneficial effects could hardly be attributed in all 
fairness to this preparation alone. 


Diet certainly is important in some cases. I recollect 
one of my early patients whom I treated for eight 
months with various local remedies, injections of liver, 
x-ray, cryotherapy, and vaccines. A physical examina- 
tion by an internist revealed no abnormalities clinically 
or in the laboratory. This patient finally quit all 
treatment. When seen about six months later she was 
completely clear. She informed me that a month pre- 
viously, on a friend’s advice, she stopped drinking her 
eight cups of coffee a day and her face started clearing 
almost immediately. A dietary history and avoidance 
of stimulants should always be a part of the rosacea 
regimen. 

Fourteen years ago I did a gastric analysis on all 
cases of rosacea whom I found willing to swallow the 
gastric tubing. About 40 patients were tested. To my 
surprise I found as many cases with a hyperacidity as 
I did with achlorhydria. Achlorhydria probably does 
not occur in a normal stomach, but also its presence is 
not necessarily associated with symptoms. In my 
cases, the gastrointestinal complaints with achlorhydria 
when present seemed nonspecific and did not differ 
from the functional complaints of patients with hyper- 
acidity, hypoacidity or normal gastric secretions. Tak- 
ing of hydrochloric acid by mouth was of definite value 
in an occasional case of achlorhydria, but in the ma- 
jority of cases treatment with a bland diet, sedation 
and proper attention to colonic evacuation seemed 
more efficacious than substitution therapy. 


I would like to stress one, often very annoying, com- 
plication of rosacea and that is recurrent pustulation. 
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After many sensitivity tests, I prefer tetracycline as 
recommended in the previous paper by Dr. William 
C. King on acne (South. M. J. 49:875, 1956). I found 
that often one or two capsules will keep the pustular 
element to a minimum. I have not observed any 
clinical resistance to antibiotics used in small doses, 
even when used periodically over many months. 

To prevent recurrences, gradually increasing dosa; 
of a polyvalent mixed vaccine is most valuable. After 
trying out many stock vaccines, Dr. Lauren Sompayrac 
introduced me to Squibb’s staphylococcic ambotoxoid 
about fourteen years ago. It has since proved to be 
almost essential in my cases of recurrent pustular acne 
and rosacea. Toxoids used alone are not as effective. 

I believe Dr. Poole’s observations are of value. Any 
new adjuvant treatment is always welcome to derma- 
tologists. There is no better proof of the effectiveness 
of a drug than the clinical response. The patient is in- 
terested in getting well, otherwise he would not come 
to us. As long as we accomplish a cure, we have suc- 
ceeded regardless of what our method was. 


Dr. Thomas H. Diseker, San Antonio, Tex. 1 want 
to congratulate Dr. Poole on his thorough presentation 
of this complex and at times disfiguring condition. 
He has emphasized the importance of treating the as. 
sociated conditions such as seborrhea, the correction of 
gastric anacidity, the relief of tension and the use of 
appropriate local therapy. My results with Kutapres- 
sin in a few patients have been equivocal. It would 
perhaps have been somewhat more dramatic if he had 
been able to document a control group of cases. I real- 
ize this is not always feasible or practical. However, I 
am sure as a result of Dr. Poole’s presentation we will 
all be able to treat this complex condition more ef- 
fectively. 
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Choriocarcinoma and Hydatidiform 
Mole as ‘Tissue ‘Transplants: 


EDMUND A. DOWLING, M.B.,t Birmingham, Ala. 


The variable and unpredictable course of these tumors may be explained in 
terms of the experimental transplantation of tissues in animals. 


HUMAN HYDATIDIFORM MOLES AND CHORIOCAR- 
cINOMAS are of great interest because they are 
examples of tumors of fetal origin, growing in 
a foreign host, the mother. These instances 
afford us rare opportunities of studying nat- 
ural homotransplantation of tissues in the hu- 
man species. 


The transplantation, or grafting, of normal 
and neoplastic tissues is controlled by im- 
munogenetic factors!3 which determine the 
survival or destruction of the transplant in the 
host. Tissues may resemble one another so 
closely in genetic composition as to be identi- 
cal for practical purposes, or may manifest 
ascending degrees of dissimilarity. Certain 
genes in the chromosome, situated in special 
positions called ‘‘H-loci,” control the ability of 
tissues to grow in a given host and are called 
histocompatibility genes. Snell’ estimates that, 
in mice, there may be as many as fourteen such 
loci. A tissue which fails to meet these histo- 
compatibility requirements of the host either 
fails to grow at all, or regresses after a short 
period of survival, since an immune response 
develops in the host to the incompatible or 
foreign cells. Inbred strains of animals are 
virtually identical genetically, and a tumor 
arising in one animal of the strain is uniformly 
transplantable to other members of the same 
strain. This constitutes an isotransplant. Tu- 
mors arising in humans, therefore, do not be- 
long to this category, except in the rare in- 
stance of transplantation into an identical 
twin. 


Transplantation into another member of 
the same species constitutes a homotransplant 
which, by definition, implies genetic differ- 
ences between transplant and host. These dif- 
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ome, and the Birmingham Baptist Hospital, Birmingham, 
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ferences find expression in terms of anti- 
genicity, and antibodies are elaborated in the 
host which modify or destroy the growth of 
the transplant. Nevertheless, homotransplan- 
tation may be successful under a variety of 
circumstances. 

Choriocarcinoma is a naturally occurring in- 
stance of a tumor homograft in the human 
species, since it is a neoplasm of fetal origin 
growing in the maternal host.* Hydatidiform 
moles are allied lesions which range from ob- 
vious histologic and clinical benignity, to cases 
which appear more and more malignant his- 
tologically, yet with varying clinical behavior.® 
Thus, moles which appear malignant histolog- 
ically may regress completely, or prove fatal 
only as the result of local complications, such 
as uterine sepsis or perforation. Ambiguities 
of this kind have led to sharp differences of 
opinion as to the usefulness of histologic diag- 
nosis in these cases. One might compare, for 
example, the respective attitudes of Hertig® 
and Novak on this subject. 

The behavior of choriocarcinoma and moles 
may be further analyzed in the light of some 
experimentally established principles of tumor 
transplantation. It has been indicated above, 
for example, that successful transplantation 
depends basically on genetic similarities be- 
tween transplant and host. A transplantable 
tumor itself, however, may undergo, or be 
made to undergo, changes which permit of 
more successful takes in homologous hosts. 
For example, a tumor which has been grown 
in the F, hybrid, (i.e., an animal resulting 
from a cross between the strain of origin of 
the tumor and an homologous strain), may 
then exhibit ability to grow in hitherto re- 
sistant homologous strains. This phenomenon 
may be explained as dedifferentiation of the 
tumor, or an antigenic simplification which 
makes it less likely to provoke the antibody 
defenses of the subsequent host.?* Tumors 
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dedifferentiate readily, although to varying 
degrees, which allows them a wider range of 
homologous acceptance than normal tissues. 

Tumors differ further from normal tissues 
in that they are not homogeneous populations 
of cells but, rather, populations of competing 
ploidy forms, which are subject to immuno- 
logic selection for survival.? Thus, only cer- 
tain cells in the tumor population may find 
survival possible in a given host, and the host’s 
tissues literally become a selective culture 
medium for these cells. These are the most 
dedifferentiated cells of the original transplant 
population and may exhibit abnormal chromo- 
some numbers, tetraploidy (i.e., twice the 
normal diploid number), being a chromo- 
somal constitution which survives well in for- 
eign hosts. 

By analogy, therefore, choriocarcinoma 
might be expected to survive in the mother, 
only under conditions of genetic identity be- 
tween parent and fetus, and/or, adequate 
dedifferentiation of the tumor. Choriocarci- 
nomas which metastasize and kill represent 
dedifferentiation of a degree no longer con- 
trollable by host defenses. These tumors, 
however, are in the minority. Histologically 
malignant moles which regress or invade only 
locally, or which are cured by hysterectomy, 
may be regarded as transplants which are not 
sufficiently dedifferentiated to survive in the 
homologous maternal host. The higher inci- 
dence of the latter emphasizes the importance 
of the strain barrier in the natural history of 
these neoplasms. 

Certain other experimental findings are 
relevant to the topic of choriocarcinoma. I 
refer to the various methods by which host 
resistance to homologous tumor transplanta- 
tion has been enhanced or diminished. Some 
of these methods fit the peculiar circumstances 
of choriocarcinoma. It is known, for example, 
that an exchange of maternal and fetal blood 
cells occurs through the placental circulation. 
Experimental pretreatment of mice with red 
blood cells, followed by challenge with homol- 
ogous tumor of the same strain as the red 
blood cells, has rendered previously suscep- 
tible animals immune.! Should this phenome- 
non be of any significance in the case of hu- 
man choriocarcinoma, it would, of course, rep- 
resent a further obstacle to the acceptance of 
fetal choriocarcinoma by the maternal host. 

On the other hand, however, one recalls the 
findings in experimental parabiosis. Para- 
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biotic rats have been prepared by effecting 
surgical union of the musculature of the dorsa 
of the animals, the skin then being sutured 
around in the form of a sleeve. As the result 
of such union between a susceptible and a re- 
sistant animal, (that is, susceptible and re. 
sistant, respectively, to a given tumor), the 
tumor may be made to grow in the resistant 
animal.§ Pregnancy may well be likened to a 
state of parabiosis and, if interpreted in this 
way, should increase the susceptibility of the 
mother to the fetal tumor. One suspects, 
moreover, that the effects of parabiosis may 
depend in a great part upon the exchange of 
blood cells which results from the establish- 
ment of capillary anastomoses. 

It is, perhaps, only fair to add that the dos- 
age of pretreatment with red blood cells ap- 
pears to be of importance, and whereas small 
dosages have been reported to produce re- 
sistance the opposite effect has resulted from 
larger and repeated dosages. In this way suc- 
cessful skin homografts have been effected in 
a 9 year old boy who received many blood 
transfusions from his parents, following severe 
burns. The skin donor in this case was the 
father.’ 

Summary 


1. Choriocarcinomas and invasive hydatidi- 
form moles are to be regarded as fetal tumors 
growing in the homologous maternal host. 
This tumor-host relationship opposes progres- 
sive growth, which is only possible as the re- 
sult of dedifferentiation in the tumor-cell pop- 
ulation. It is, thereby, possible to reconcile 
discrepancies between histologic and clinical 
criteria of malignancy in these tumors. 


2. Analogies are drawn with other factors 
in the field of experimental tumor trans- 
plantation, which modify the behavior of the 
tumor in a foreign host. 
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Symposium on Geriatrics 


MopgerATor: A. CLAYTON McCARTY, M.D., Louisville, Ky. 


Prevention of many diseases, immunization and antibiotics are clearly prolonging the life-span 
of our population. Increasing day by day the medical profession is faced with the problems of the 
aged. Yet the aging process has never been clearly defined. This symposium attempts to 
summarize some of our present knowledge about old folks and their reactions to disease. 


INTRODUCTORY REMARKS 


WITHOUT FURTHER ADO, we will get right into 
our program. I would like to say a word or 
two about Dr. Henderson. The matter of 
“The Aging Processes” certainly interests all 
of us because we get into it as individuals as 
well as our patients. Therefore, we will think 
a great deal about what Dr. Henderson has to 
say to us. You have to know something about 
the aging processes (Gerontology) before you 
know something about the pathologic pro- 


cesses of the aged (Geriatrics). I doubt that 
any of us is going to be too well received on 
this symposium because no one is supposed to 
get old in Texas. One native admitted only a 
couple of funerals last year and those were the 
undertakers who died of starvation. So you see 
in Texas they will not admit the aging pro- 
cesses and death which comes to all of us. 
Without taking further time, I will introduce 
Dr. Henderson who will talk to you on “The 
Aging Processes.” 


The Aging Process» 


EDWARD HENDERSON, M.D.,t Montclair, N. J. 


FoR SOME YEARS PAST it has been evident that 
the control of many diseases of youth has 
been leading progressively to a greater popu- 
lation in what is termed the older age group. 

During the past half century, the popula- 
tion of the United States has doubled, but 
the number of persons past the age of 65 years 
has quadrupled. In 1900 the proportion of 
men and women 65 years of age and over, in 
our total population, was one in twenty-five; 
today it is around one in twelve and is stead- 
ily increasing. 

There are, in the United States today, four- 
teen and a half million men and women 65 
years of age and over, an increase of 2.4 mil- 
lion since 1950. This number is increasing 
at the rate of about 400,000 a year (Table 1). 

While it is true that a great many more 


*Presented at the Symposium on Geriatrics, Southern Medi- 
cal Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


tEditor-in-Chief, Journal of the American Geriatrics Society. 


people reach the age of 60 today than ever 
before, at this point our progress has all but 
come to a standstill. Life insurance statistics 
show that the life expectancy for a man of 
60 is but a trifle greater now than it was 100 
years ago (Fig. 1). 

Under these circumstances there can be 
found both a problem and an extraordinary 
opportunity. The problem is the greater prev- 
alence of ills peculiar to older people. The 
opportunity is that of prolonging useful life 
far beyond the Biblical prediction of ‘three 
score and ten years.” The management of 
specific diseases affecting the aged has long 
been under study within the several prov- 
inces of internal medicine, but these excellent 
workers have not been concerned primarily 
with investigations into aging as such. Con- 
trariwise, studies of specific diseases and what 
to do about them have distracted investigators 
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TABLE 1 
TOTAL POPULATION AND POPULATION 45 YEARS OF AGE AND OVER* 


Total population 


Population 45 ~* 64 years 


Population 65 years and over 


Per cent er cent Per cent As per cent 
Year increase Number increase increase of total 
Number since since Number since population 
1900 1900 1900 
1900 75,994,575 10,399,978 3,080,098 4.1 
1910 ... 91,972,266 21 13,424,089 29 3,949,524 28 43 
1920 .. . 105,710,620 39 17,030,165 64 4,933,215 60 4.7 
1930 .... : 122,775,046 61 21,414,981 106 6,633,805 115 5.4 
1940. .. 131,669,275 73 26,084,278 151 9,019,314 192 6.8 
1950 . 150,697,381 98 30,515,900 193 12,271,178 298 8.1 


m the Fact Book on Aging, Federal Security Agency, Committee on Aging and Geriatrics, U. S$. Government Printing 


*Fro 
Office, 1952. 


from the central problem of the physiology of 
the aging process. 


Doubtless as people succeed in growing 
older, and as understanding of cancer, ar- 
teriosclerosis and other cardiovascular diseases 
advances, there will be fewer untimely deaths 
from these specific causes. But what is un- 
timely death? When can death be accepted as 
“timely?” What is the fundamental nature of 
growing old? Is it correct to say, of a man 
nearing the century-mark, that he might die 
simply of “old age?” : 

Study the following figure for a moment. 
It becomes immediately apparent that great 
strides have been made in medical research 
insofar as extending life expectancy from 
birth is concerned. A baby born today can 
expect to live 29 years longer than if born in 
1850. On the other hand, is it not remarkable 
that having reached the age of 60 today your 
chance of living to a vigorous old age is 
scarcely greater than it was a century ago? 
The difference is only one year! The great 
medical advances of the past century have 
shown ways and means to save the baby and 
have ameliorated the dangers of the infectious 
diseases of childhood and young adulthood; 
but little or nothing has been done to give 
us knowledge concerning the physiology of 


FIG. 1 


Life Expectancy at Birth 


Life Expectancy at Age 60 


|) 
1950 years 


(These data are from the Statistical Department of the 
Metropolitan Life Insurance Company, New York.) 


the aging process, or how to prevent the de- 
generative process of old age. With so much 
scientific advancement during the past cen- 
tury it seems incredible that we have learned 
so little about old age and are just about as 
helpless today in prolonging life beyond age 
60 as we were in 1850. 

The American Geriatric Research Founda- 
tion has come into being in the belief that 
“old age” is not a proper cause of death, nor 
even of disability or diminution of vital pow- 
ers. The example of innumerable older per- 
sons makes it evident that aging as measured 
by the calendar is not by any means synony- 
mous or commensurate with decline or de- 
terioration. The devastating disabilities of 
old age need not accompany aging. 

Today, unfortunately, there is little basic 
information about the fundamental nature 
of the aging process. It is a remarkable fact 
that no one knows what that process actually 
involves. There are, of course, some general 
ideas well known to medical research, and 
there is even a small quantity of objective data 
which indicate that an aging cell has a 
somewhat different chemical composition than 
the corresponding cell in infancy and in youth. 
But why aging happens, what brings about 
such changes, and, even more practically, 
what can be done to prevent or defer them, 
remain questions unanswered. 


Some of these quéstions have, to be sure, 
received attention over the years. In fact, med- 
ical research in general has frequently touched 
on the basic question of aging, though often 
the efforts have taken singular directions and 
have culminated, as a rule, only in pre- 
sumptions, in ill-conceived plans of manage- 
ment, and application of unprofitable reme- 
dies. Critical examination of available data 
will reveal at once that real information is 


—S 


VOLUME 50 


lacking and that a fundamental understand- 
ing of the aging process is yet to be achieved. 

Unfortunately important aid has not yet 
come from clinical medicine, where even the 
authorities who deal much with aging persons, 
but who lack the opportunity for basic re- 
search, fail to appreciate fully that the funda- 
mental problem is being neglected. Unques- 
tionably the physician of today is equipped 
to discover what may be wrong with an older 
patient, much like a younger patient, but 
is in difficulty because there is no grasp of 
the basic meaning of “older” or aging. 

Thus the practicing physician, even if he 
concentrates his attention upon older people, 
has no fundamental information with which 
to work effectively toward the prolongation 
of life. 


Fortunately these troubles are well known 
to the responsible investigator; the false di- 
rections help to distinguish the fruitful ones. 

A first effort in the study of aging is to 
discover what the process is. At once the ac- 
customed platitudes must be given up for they 
do not contribute to this effort. A man who 
is aging is not defined simply as a man whose 
birthday wag a long time ago, nor as a man 
who feels less vigorous than he formerly did. 
For that matter, a cell is no better understood 
than the whole person,—a man of 90 has with- 
in his body millions of cells that are only a 
few days or a few hours old; these cells are 
neither aged nor aging, though the man may 
be. One step that is urgently needed is to 
place the phenomenon of aging within reach 
of measurement. The task of definition is in- 
tricately involved in the task of measurement: 
knowing what a thing is makes it feasible 
to measure it exactly, and at the same time 
such quantitative findings make it more de- 
cisively clear what it is that is being examined. 
It has often been said that measurement is 
the life of science. In this aspect the study of 
aging has never yet come to life. 

Given a basic comprehension of aging, the 
present body of knowledge would assume its 
correct place and perspective for innumerable 
valued experiments have already been carried 
out and a great deal is, so to speak, almost 
known from all these careful studies. The 
behavior of important drugs, which is baffling 
in terms of responses at varying ages, would 
at once become comprehensible and would 
have as a by-product a greater new confidence 
and utility in medical therapeutics. The vaga- 
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ries of mineral and electrolyte balance with 
advancing age would finally attain a regular, 
workable status. And likewise, other details 
available even now could be assembled for the 
first time in a coherent manner. But the most 
forward-looking endeavors would be those dic- 
tated by a newer understanding of the aging 
process—a recognition of the kind of materials 
depleted, for example, and how they might be 
supplied and incorporated into cellular activi- 
ties which need them, or a definitive schema 
of the metabolic patterns affected by aging and 
how those compromised can be restored or 
compensated for under practical circum- 
stances. 


There may be no practical limit to the 
opportunities which then develop; it is no 
exaggeration to say that life can be distinctly 
prolonged beyond the present limits, with 
useful powers maintained at their height. The 
problem is two-sided. The slogan, “adding 
life to years, not merely years to life,” em- 
bodies a responsibility for intellectual and 
physical vigor as well as for indefinitely pro- 
longed survival. Yet the one is inseparable 
from the other, for information about the 
entire organism will be found to apply in a 
special manner to individual body systems: 
that process which underlies the regeneration 
of skin, for example, is of necessity related to 
the one which maintains cells of the central 
nervous system at the peak of performance 
and, excluding specific disease, both may be 
found subject to the identical laws and con- 
trol. It is not by chance that the very aged are 
wrinkled and doddering, but when it is clear 
what aged means, they need be neither. 


Moderator McCarty: I know we appreciated very 
much the real foundation talk that Dr. Henderson 
gave. Every one of us knows these facts to be true, 
but it is nice to have them brought home to us again. 
I heard a priest on the radio, just a little while be- 
fore I left home, talking about the school problems. 
He said in his diocese, there had been 5,500 births the 
previous year and only about 1,050 deaths. So you can 
see how we are getting along in increasing our pop- 
ulation. If we keep this up and the death rate keeps 
going down, these figures are going to be just too big 
and are becoming, like Texas, more fabulous all the 
time. Thank you very much, Dr. ‘Henderson. That cer- 
tainly starts us off in the right direction. 


The second speaker is a world-famous scien- 
tist, yet at the same time he is one of the finest 
fellows in the world. I hardly need to intro- 
duce Dr. Tom Spies to this audience,—Dr. 
Tom Spies, of Birmingham. 
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The Influence of Nutritional 
Processes on Aging" 


TOM D. SPIES, M.D.,+ Birmingham, Ala. 


FROM TIME TO TIME we have presented evi- 
dence to you, of the Southern Medical Asso- 
ciation, that to be well man must eat prop- 
erly. We have demonstrated to you that what 
he eats has much to do with his health and 
even with his recovery from ill health. Look 
back to a half a century or more of the prac- 
tice of medicine, those of you who can do so, 
and recall the list of killers in the left hand 
column of table 1. In contrast, note that none 
of the great killers of fifty years ago are even 
close to the top of the list of today as shown 
in the right hand column. Those of you who, 
like ourselves, can look back to twenty-five 
years of caring for the sick will remember the 
state of medical therapy then. Heart tonics, 
purgatives, and analgesics were in wide use, 
but it was not expected that a remedy would 
directly remove or neutralize the cause of an 
illness, and neither patient nor physician ex- 
pected such medication to go to the root of 
the trouble. 

For over a quarter of a century we have 
stressed that illness is chemical and, when we 
know enough, chemically correctable. On a 
number of occasions we have presented evi- 
dence that the chemicals which are normal 
constituents of foods can be utilized to re- 
lieve or retard disease. Today’s research de- 
pends on yesterday’s observations. Seventy per 
cent of the drugs prescribed last year by us 
physicians were unknown even fifteen years 
ago. The goal is to achieve biochemical in- 
dependence so that we can delay the onset of 
senility by slowing the rate of aging. As you 
know, the onset of aging is imperceptible, and 
it is chiefly the onset rather than the terminal 
stages that I wish to discuss with you. Yet | 


*Presented at the Symposium on Geriatrics, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., Nov- 
ember 14-17, 1955. 

+tFrom the Department of Nutrition and Metabolism, North- 
western University Medical School, Chicago, Ill. Studies in 
Nutrition at the Nutrition Clinic, Hillman Hospital, Bir- 
mingham, Ala. 

This study was made possible by grants from the C. F. 
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know it is with the immeasurable burdens 
and tragedies arising from the disabilities of 
older people that you are most immediately 
concerned. 

In our country are fifteen million people 
with geriatric problems who are seeking out 
us physicians for relief. The patients do not 
like you to tell them to act their age or to live 
with their infirmities, and they particularly 
do not like you to tell them to take it easy and 
like it. The facts are that the patients do not 
like it. To do something about old age then, 
you must have a concept of the aging process. 
Our concept has emerged, as I have already 
hinted, from much work. Isn’t old age sy- 
nonymous with tissue damage? For cells to 
grow, to adapt, to repair, or to replace them- 
selves, they must be properly nourished. Then 
let us keep in mind that there is stress against 
every cell and that the weakest cell will alter 
first. When sufficiently large aggregates of 
cells weaken or change, our tissues will change 
unless we can give them the essentials which 
will enable them to maintain the vital periods 
of their lives. 


Let us as physicians be certain that our 
institutions and offices do not become storage 
houses for the ill. Let us have the most pene- 
trating regard for the problems of old age, 
whether these problems affect the patient 
mentally or physically or both. You know that 
the brain and the heart normally do not have 
blood mixtures; they have terminal vessels. 
Just as the heart may fail, so may the brain. 
Some early symptoms may be a fixation of 
ideas, hostility to new ideas, slowing of men- 


TABLE 1 


THE MAJOR CAUSES OF DEATH IN THE 
UNITED STATES 


In 1900 In 1950 
!. Tuberculosis 1. Heart disease 
2. Pneumonia {rete 2. Malignancy Non- 
3. Gastrointestinal {Diseases 3, Vascular lesions ¢ Infectious 
infections of the nervous Diseases 


and renal tissue 
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tal grasp, failing memory for recent events, 
narrowing of interests, insomnia, loss of tol- 
erance, and a lower threshold for stresses. We 
should realize that an emotion cannot directly 
discharge a neuron. When there are twisted 
thoughts, there must be twisted molecules. 
With such incompleteness in our knowledge, 
it is not surprising that we have no satisfac- 
tory explanation for a psychosis. 

From time beyond recall man has sought 
to overcome the effects of the aging process. 
Many still search for the magic waters desired 
by Ponce de Leon. In contrast, we approached 
the basic problem by seeking specific ther- 
apeutic agents that would relieve the affected 
cells. It soon will be a quarter of a century 
since we were privileged to administer nic- 
otinic acid to the restless, disoriented, psy- 
chotic pellagrins and observe them as their 
disturbed minds were relieved, and as their 
bodily vigor returned. Soon alterwards we 
showed that thiamine likewise was very im- 
portant in the physical and mental health of 
people. 


Twenty years ago we began observations on 
persons who had psychotic or physical changes 


Chart 1 
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which we associated with chemical deficien- 
cies in the tissues. Proper evaluation and 
treatment in such cases are rewarding indeed, 
as we can best illustrate by a few brief case 
summaries. 

Case 1. This is concerned with a patient 
who had clearing of a confused mental state 
by specific nutritional therapy. Many years 
later the pain and stiffness of arthritis was re- 
lieved with a satisfactory mixture of acetvlsa- 
licylic acid and cortisone. On another occa- 
sion equally satisfactory relief of similar symp- 
toms associated with arthritis occurred follow- 
ing treatment with an acetylsalicylic acid and 
prednisolone mixture. 

V.L., a 42 year old white housewife, is the mother of 
eight children ranging in age from 2 to 19 vears. The 
family’s income always has been variable and insuffi- 
cient for their needs and their diet has been inade- 
quate. This woman and each of her children have had 
nutritive failure of varying degrees of severity and 
have been treated in the Nutrition Clinic of the Hill- 
man Hospital. 

The mother first was seen by us in 1941 when she 
had the mental disturbances and the glossitis character- 
istic of pellagra and beriberi. Her first symptoms ap- 
peared six months prior to this time when she became 
forgetful for the first time in her life. “I got so I 
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The Influence of Nutritional 
Processes on Aging: 


POM D. SPIES. M.D..4 Birmingham, Ala. 


FROM TIMP PO TIME we have presented evi- 
dence to vou, of the Southern Medical .Asso- 
ciation, that to be well man must eat prop- 
erly. We have demonstrated to vou that what 
he eats has much to do with his health and 
even with his recovery from ill health. Look 
back to a half a century or more of the prac 
tice of medicine, those of you who can do so, 
and recall the list of killers in the left hand 
column of table 1. In contrast. note that none 
ol the great killers of filtv vears ago are even 
close to the top of the list of today as shown 
in the right hand column. Those of vou who, 
like ourselves, can look back to twenty-five 
vears of caring lor the sick will remember the 
state of medical therapy then. Heart tonics, 
purgatives, and analgesics were in wide use, 
but it was not expected that a remedy would 
directly remove or neutralize the cause of an 
illness, and neither patient nor physician ex- 
pected such medication to go to the root of 
the trouble. 


For over a quarter of a century we have 
stressed that illness is chemical and, when we 
know enough, chemically correctable. On a 
number of occasions we have presented evi- 
dence that the chemicals which are normal 
constituents of foods can be utilized to re- 
lieve or retard disease. Today's research de- 
pends on vesterday’s observations. Seventy pel 
cent of the drugs prescribed last vear by us 
physicians were unknown even fifteen years 
ago. The goal is to achieve biochemical in 
dependence so that we can delay the onset ol 
senility by slowing the rate of aging. As you 
know, the onset of aging is imperceptible, and 
it is chielly the onset rather than the terminal 
stages that To wish to discuss with vou. Yet | 

*Presented at the Symposium on Geriatrics, Southern Medical 


Association, Fortyv-Ninth Annual Meeting, Houston, Lex., Nov 
ember 14-17, 1955. 


throm the Department of Nutrition and Metabolism, North 
western University Medicrul School, Chicago, TIL. Studies in 
Nutrition at. the 
tmingham, Ala 

This study was made possible by grants trom the ¢ I 
Kettering Foundation and the 
mittee, 


Nutrition Clinic Hillman Hospital, Bir 


Birmingham Citizens Con 


know it is with the tmmeasurable burdens 
and tragedies arising trom the disabilities of 
older people that vou are most immediately 
concerned. 


In our country are fifteen million people 
with geriatric problems who are seeking out 
us physicians for relief. Phe patients do not 
like you to tell them to act their age or to live 
with their intirmities, and particularly 
do not like you to tell them to take it easy and 
like it. The facts are that the patients do noi 
like it. To do something about old age then, 
vou must have a concept of the aging process. 
Our concept has emerged, as I have already 
hinted, from much work. Isn't old age. sy- 
nonvmous with tissue damage? For cells to 
erow, to adapt, to repair, or to replace them- 
selves, they must be properly nourished. Then 
let us keep in mind that there is stress against 
every cell and that the weakest cell will alter 
first. When sufficiently large aggregates ol 
celly weaken or change, our tissues will change 
unless we can give them the essentials which 
will enable them to maintain the vital periods 
of their lives. 

Let us as physiciany be certain that ow 
institutions and offices do not become storage 
houses for the ill. Let us have the most pene- 
trating regard for the problems of old age, 
whether these problems affect. the patient 
mentally or physically or both. You know that 
the brain and the heart normally do not have 
blood mixtures; they have terminal vessels. 
Just as the heart may fail, so may the brain. 
Some early symptoms may be a fixation of 
ideas, hostility to new ideas. slowing of men- 
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tal grasp, failing memory for recent events, 
narrowing Of interests, Insommia, loss of tol- 
erance, and a lower threshold for stresses. We 
should realize that an emotion cannot directly 
discharge a neuron. When there are twisted 
thoughts, there must be twisted molecules. 
With such incompleteness in our knowledge, 
it is not surprising that we have no satistac- 
tory explanation for a psychosis. 

From time bevond recall man has sought 
to overcome the ellects of the aging process. 
Many still search for the magic waters desired 
by Ponce de Leon. In contrast, we approached 
the basic problem by seeking specitic ther- 
apeutic agents that would relieve the atlected 
cells. It soon will be a quarter of a century 
since we were privileged to administer nic- 
otinic acid to the restless, disoriented, psv- 
chotic pellagrins and observe them as their 
disturbed minds were relieved. and as their 
bodily vigor returned. Soon alterwards we 
showed that thiamine likewise was very im- 
portant in the physical and mental health of 
people. 

Twenty vears ago we began observations on 
persons who had psychotic or physical changes 
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which we asscciated with chemical delicien- 
cies in the tissues. Proper cvaluation and 
treatment in such cases are rewarding indeed, 
ay we can best illustrate by a few briet case 
summaries. 

Case 1. This is concerned with a patient 
who had clearing of a contused mental state 
by specilic nutritional therapy. Many vears 
later the pain and stillness of arthritis was re 
lieved with a satishactory mixture of acetvlsa- 
licvlic acid and cortisone. On another occa- 
sion equally satistactory relict of similar symp 
toms associated with arthritis occurred lollow 
Ing treatment with an acetylsalievlic acid and 
prednisolone mixture. 


Vibo a 12 vear old white housewife, is the mother of 
eieht children ranegine in age irom 2 to TO vears. Phe 
family’s income always has been variable and insutti- 
cient for their needs and their diet has been inace 
quate. This woman and each of her children have had 
nutritive failure of varvine deerces of severity and 
have been treated in the Nutrition Clinic of the Hill 
man Hospital. 


Phe mother first was seen by us in 1OtL when she 
had the mental disturbances and the elossitis character- 
istic of pellagra and beriberi. Her first svinptoms ap- 
peared six months prior to this time when she became 
forgetful for the first time in her lite. “I got so I 
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couldn’t remember anything I had done or was going 
to do and could not even remember what I started 
out to say.” She became nervous and could not sleep. 
“When I'd try to have a conversation with anyone, Vd 
burst out crying. I was high-strung and hard to get 
on with. I didn’t want anyone near me and sometimes 
I'd get so mad at my husband or the children I wanted 
to hurt them. When I went to bed at night, I had 
rigors and felt like I was jumping up and down. Often 
I heard bells ringing, trains whistling, and roosters 
crowing when I knew they weren't. I knew it was just 
in my head and I was sure I was losing my mind. 
Sometimes when I'd bend over, I'd almost black out. 
I was depressed and wished I could die but didn’t 
ever get up courage to do away with myself. Only my 
children were an inspiration to me and kept me going 
on.” She was hypersensitive and overly aware of all 
her bodily functions. “I could feel my body changing 
and I became skin and bone.” Her nervous symptoms 
and the glossitis disappeared promptly following niaci- 
namide and vitamin B, therapy. The clearing of her 
confused mental state was striking. She began sleeping 
well, became calm, and her forgetfulness disappeared. 
“All the confusion left my mind, I stopped hearing 
things, and I felt like being around folks again and to 
enjoy living.” Because her diet was deficient generally 
(Chart I), she was given mixed vitamin therapy and, 
later, after her lesions had cleared, dietary supple- 
ments for many months. Her appetite increased, she 
gained in weight, and her general health improved 
greatly. 

Since we first saw this patient, she has had six 
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pregnancies and during each one she has had an iron 
deficiency anemia. Each time her blood values in- 
creased (Chart 2) and her fatigue was relieved follow- 
ing therapy with ferrous sulfate. 


In 1947 she developed rheumatoid arthritis, which 
began with “aching and pains in all my joints.” As- 
pirin gave her sufficient relief to enable her to do 
her own housework and to carry on her normal ac- 
tivities. In June 1955, however, the joints of her fin- 
gers became so painful, swollen, and stiff that she 
could not close her hands. She could do very little of 
her housework and could scarcely dress herself. Be- 
cause of the pain and swelling in her hands (Fig. 1; 
note the acute swelling of her wrists), she was getting 
little rest at night. “I felt desperate and lost confi- 
dence in myself. My husband was sick and couldn’t 
work and I felt like I must get a job to help out but 
I could hardly drag around enough to do anything 
even at home.” She also had frequent severe head- 
aches and “I got to the place that I thought I might 
as well give up aspirin because it didn’t seem to 
help any more.” X-ray findings of her left hand are 
shown in figure 2. 


The aspirin was discontinued; then two steroid 
salicylate combinations were evaluated at different 
times against her arthritis. The first is marketed under 
the name of Salcort and each tablet contains: cortisone 
acetate, 2.5 mg.; sodium salicylate, 325 mg.; aluminum 
hydroxide gel, dried, 130 mg.; calcium ascorbate, 65 
ing.; and calcium carbonate, 65 mg. Daily for 16 days 
she was given two of these tablets thirty minutes after 
each meal and two tablets at bedtime to be taken fol- 
lowing food. An interval of two weeks followed; then 
she was given a second steroid salicylate combination 
which is marketed under the name of Cordex. Each 
tablet of this formulation contains: 0.5 mg. predniso- 
lone and 300 mg. acetylsalicylic acid. This also was 
given at a daily dosage level of two tablets one-half 
hour after each meal and at bedtime following food. 
After treatment with each of these formulas her im- 
provement was prompt. The swelling of her joints be- 
gan to decrease within twenty-four hours (Fig. 3). Her 
pain was almost entirely relieved so that she was able 
to sleep and rest. Her headaches were relieved entirely. 
She could take exercise and use her hands. Her ap- 
petite increased (Chart 3) and in two months she 
gained seven pounds in body weight. Two months ago 
she began working in a factory putting washers on 
bolts. In a usual day’s work she puts on 5,500 washers 
and she works five and a half days a week. The job 
requires considerable skill in the use of her fingers 
(Fig. 4). Prior to therapy she had difficulty in grasp- 
ing any object and could not pick up a small object. 
Sometimes she forgets to take the medicine and “the 
stiffness and aching of my fingers soon reminds me.” 
She says that the relief from pain has made her feel 
like living and working again and “I’ve got confidence 
in myself now and feel like I can go ahead and do 
what I have to do.” 


Discussion. Many times we are impressed 
by how much older persons with nutritional 
deficiencies appear than they actually are. 
Note the striking difference in the appearance 


of this patient in figures 5 and 6. She appears 
much older in figure 5 than she does in figure 
6, although she actually is five years younger. 
Note also the loss of elasticity of the skin of 
the pellagrous lesion of one of her hands in 
figure 7. After satisfactory therapy elasticity 
returns. Frequently we have shown that the 
diet of persons who develop nutritive failure 
is inadequate for young white rats but we 
never have stressed the effect of such a diet on 
spermatogenesis in rats. The testes of male 
rats fed this diet showed lack of spermat- 
ogenesis as can be seen in figure 9,A, when 
contrasted with figure 9,B, which shows nor- 
mal spermatogenesis in a rat fed an adequate 
diet. 


The Salcort and Cordex mentioned in the 
treatment of this case are being widely used 
now by practicing physicians, but a very com- 
mon error is to give them in too small doses. 
The point is that these formulas have a much 
greater safety value than is realized generally 
by the profession. We recommend that pre- 
scriptions be written for 100 to 500 tablets 
since the disease tends to be chronic, and in 
order to ameliorate symptoms a considerable 
number of tablets daily is required. 


Case 2 is that of a man complaining of 
extreme weakness. He was depressed, irritable, 
and uncooperative. We showed that he had a 
deficiency of intrinsic factor in his gastric 
juice with the result that he lacked vitamin 
Bj. in his cells and tissues. The patient in 
case 1 had a vitamin deficiency in her cells 
and tissues which could be overcome by ordi- 
nary nutrition and synthetic vitamins. In con- 
trast the patient in case 2 had failure of ab- 
sorption from the alimentary tract so that the 
deficiency in his cells could not be overcome 
by ordinary nutrition. You will note in chart 
4 that he did not respond to 15 mcg. of vita- 
min By, administered by mouth until in- 
trinsic factor also was given to cause its ab- 
sorption. In this man the skin around the 
anus becomes inflamed when he is in re- 
lapse and clears when he is in remission. It is 
impressive to observe the prompt disappear- 
ance of the mental symptoms arising from his 
involved brain following specific therapy. 

J.B., a 53 year old white sawmill worker, was seen 
by us for the first time in 1944. He complained of ex- 
treme weakness and soreness of his tongue. His skin 
was very pale and he had severe glossitis and stom- 
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atitis. He was depressed, irritable, uncooperative, and 
irresponsible. He said that everyone in his family was 
“against him” and wanted him to die. He repeated 
over and over that “the Lord called on me to be a 
preacher and I didn’t do it and now he means for me 
to die and there’s no use for anyone to try and save 
me.” 

Laboratory findings showed an absence of free 
hydrochloric acid in the gastric juice even after his- 
tamine stimulation, and a glucose tolerance test showed 
a normal curve. The bone marrow showed megalo- 
blastic arrest characteristic of macrocytic anemia in 
relapse. His peripheral blood values were: red blood 
cells 1.55 million; white blood cells 3,050; hemoglobin 
6.2 grams (40°%); and, reticulocytes 0.3 per cent. A 
diagnosis of pernicious anemia with cerebral involve- 
ment was made. He was given a potent liver extract 
intramuscularly and his hemopoietic and clinical re- 
sponse was excellent. Since that time, he frequently 
has failed to return for maintenance therapy and he 
has been in relapse many times. The facts are that 
he does not want to come for treatment as long as 
he feels “able to get around.” 

In 1951 he developed sorness around the anus. The 
skin in this area was acutely inflamed, superficially 
ulcerated, and oozing serum (Fig. 8). At this time he 
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also had severe stomatitis and glossitis. All areas of the 
tongue were bright red and the dorsum was slick and 
tender. All areas of the oral mucosa including the 
palate, uvula, and tonsils were intensely red. The 
gums were swollen and red and the cutaneous margins 
of the lips and angles were inflamed. His blood values, 
though not as low as usual when he is in relapse, 
were: red blood cells 3.85 million; white blood cells 
5,950; hemoglobin 14.4 grams (74°); and reticulocytes 
1.0 per cent. He was given large doses of liver extract 
intramuscularly. Ninety-two hours later the soreness 
around the anus had subsided considerably as can be 
seen in figure 8. His tongue, the oral mucosa, lips, 
and angles of his mouth were less red and sore and 
the soreness of his throat had disappeared. By the fol- 
lowing day all the redness and oozing of the skin 
around the anus had disappeared and the glossitis and 
stomatitis had healed completely. 

Because it is so difficult to persuade him to come 
for treatment he fails to have proper maintenance 
therapy, and he has relapsed frequently and has been 
treated many times. Each relapse is associated with 
the same tianifestations arising from the brain and the 
other body tissues. His response to vitamin B,, admin- 
istered intramuscularly is equally as dramatic as it is to 
a potent liver extract. He does not respond to vitamin 
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B,, administered orally at a level of 15 mcg. per day, 
but when it is given with a potent intrinsic factor, his 
hemopoietic response is striking, as can be seen in 
chart 4 and is paralleled by an equally striking 
clinical response. Within forty-eight hours he has a 
tremendous increase in strength, appetite for food 
(Chart 5), libido, and general sense of well-being. His 
sensorium clears, he becomes friendly and cooperative, 
and he often volunteers “I can’t remember very well 
how I acted but I know I was mean, and if I ever act 
like that again, make me come to see the doctor and 
take my medicine even if you have to hit me on the 
head to make me do it.” 

Discussion. Our tissues fail because they 
are inadequately supplied with the essential 
nutrients or because the stress is too much for 
them. In many instances both factors are 
present. A deficiency of nutrients in the tis- 
sues may be caused by a failure to eat prop- 
erly as in case 1, or to assimilate properly as 
in case 2. There are subtle changes associated 
with aging, and the solving of the riddle be- 
hind them offers a fascinating challenge for 
future investigations. Recently the structure 
of the vitamin B,. molecule used in the treat- 
ment of the patient in case 2 has shown it 
to be a new type of compound. It is similar 
to, yet different trom, the porphyrins, chloro- 
phyll, heme, and cytochromes. All observers 
who have seen these two patients volunteer 
that they appear much younger than they 
did prior to therapy. 


Summary and Conclusions 


What we have talked about is worth further 
thought since it concerns the health of all of 
us. Is not old age actually damage of tissues? 
Although they may vary, are not the stresses 
against our cells ever present and will not the 
weakest cells be altered first? As the process 
goes on to an inevitable conclusion, unless it 
is retarded or reversed, whole aggregates of 
cells will weaken and die. In general, the pro- 
cesses of repair will be impeded in tissues that 
are deficient. 

In two brief case summaries we can see 
what happens when specilic remedies correct 
tissue damage. It is obvious that such obser- 
vations as these are a “break-through,” but 
an enormous amount of work is required be- 
fore we can give tissue protection, broadly 
speaking, to our patients. How often, as prac- 
ticing physicians, do you see some of your 
patients embarrassed because glands of in- 
ternal secretion have atrophied with mani- 
festations of functional derangement? Of 


course, the family is more likely to be em- 
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barrassed if degeneration of the brain comes 
ahead of general physical deterioration. 

During our medical lifetime we have seen 
great changes in our field. We have literally 
torn apart yeast and liver cells as we have 
learned how the body uses them to help itself. 
Pellagra, beriberi, scurvy, rickets, and the 
anemias no longer dominate our medical 
thinking for we are not ground down by hour 
to hour care of the acutely ill. 

In closing, may I say that we have set as one 
of our goals the devising of tools which will 
make bodily changes predictable and lead to 
more understanding of the biologic and 
chemical changes of senescence. With what 
we already know, this means that you and 
I must offer our patients better mental and 
physical elticiency, increased endurance and 
capacity, and additional breadth and length 
of life. Mere duration of life is not enough. 


Addendum 


Last year Spies, Stone, Garcia Lopez, Diaz Tellechea, 
Lopez Toca, Reboredo and Suarez! reported that the 
judicious use of anti-arthritic steroids and salicylates 
could mean the difference between a useful and a 
useless life in selected patients with “rheumatism.” 
In discussing prednisone, prednisolone, related anti- 
arthritic steroids and mixtures of salicylates, we 
pointed out that few physicians understand the rela- 
tive safety of these mixtures. 

Our group has been particularly interested in the 
relation of the structure of molecules to their function 
in the human body. One aspect of our work has been 
the study of therapeutic agents which can be used 
locally. We have vigorously sought ointments, lotions 
and other materials which might conceivably be ef- 
fective at the site of a lesion. 

We obtained from the Rexall Drug Company a 
liquid analgesic mixture consisting of salicylamide, 
benzocaine and 46 per cent of isopropyl alcohol. After 
this was rubbed into the skin, for an hour or so, over 
the affected joints of mild arthritis, accompanied by 
pain and tenderness, the patients stated that the pain 
disappeared. In 10 cases so treated to date we have 
recovered salicylates in the urine and have observed 
no skin sensitivity or allergic reactions. We have 
been using the salicylamide orally in other patients, 
and are now interested in determining the rate 
of absorption and the efficiency of absorption of 
salicylamide through the human skin. Then we 
shall endeavor to determine how this waterial pro- 
duces a beneficial effect. 

One of the objectives of our group has been to 
lengthen the prime of life. To do this we must 
devise methods which make old age wait. The function 
of our tissues depends on their chemical state, which 
in turn is dependent upon their nutrition and 
metabolic state. For years we have been stressing 
that chronic disease is often associated with improper 
nutrition of the tissues, and that the patient with 
arthritis often has a low food intake with the result 
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that he does not have optimum nutrition. With these 
thoughts in mind, we were happy to receive from 
Dr. Augustus Gibson (Merck Sharp & Dohme) a 
mixture of prednisolone with vitamins and antacid. 
Each tablet of this material contained 1 mg. predniso- 
lone, 200 mg. aluminum hydroxide and vitamins 
(stress formula). We found this compound active in 
ameliorating symptoms of arthritis, and in each of 
12 instances the patients developed a striking increase 
in the desire to eat. 


Recently, various pharmaceutical companies have 
made compounds with cortisone, hydrocortisone, 
prednisone or prednisolone and some form of the 
salicylates. Most physicians do not fully appreciate 
the fact that these anti-arthritic steroids and salicylates 
are useful when one wishes to add the beneficial 
effect of each drug without adding the undesirable 
effects of both drugs. As physicians use these new 
corticosteroid and salicylate mixtures more widely 
to relieve the minor aches and pains wherever pos- 
sible, they will avoid some deformity and disability 
for their patients. All of these compounds are sup- 
pressive when properly used, but the control of 
severe forms of rheumatoid arthritis is not always 
possible. The first commercial product of salicylates 
and anti-arthritic steroids was Salcort. This product 
has been given to innumerable patients in many 
different parts of the country without any complica- 
tions. It is pathetic that the profession lacks appre- 
ciation for the necessity of highly individualized 
therapy in the average case of arthritis. Any physician 
who takes on the treatment of this disease assumes 
an overwhelming responsibility. He assumes even 
more responsibility if he allows the patient to go 
untreated and unaided. We have been gratified again 
and again as we have observed, in properly selected 
patients, a prompt and definite decrease in stiffness, 
pain and soreness and a cessation of swelling and 
effusions in some. 


Now there are a considerable number of buffered 
mixtures on the market which prevent or minimize 
the production of gastric acidity. We recommend 
their use, since we have learned that 25 per cent of 
our patients develop symptoms of hyperacidity when 
given large doses of aspirin over a long period of 
time unless a buffered product is given. We have 
treated a number of patients with salicylism by the 
use of these mixtures, and find that some can be 
satisfactorily treated with the mixtures without the 
appearance of toxic manifestations. Above all, we 
should avoid leaving the patient untreated. So much 
for the buffered mixtures of salicylates and corti- 
costeroids. Merck Sharp & Dohme and The Upjohn 
Company each furnished us with anti-arthritic steroids 
which have been buffered, but which did not contain 
salicylates. We have found very good patient accept- 
ance of these products. In fact, certain patients with 
a tendency toward gastric acidity seem especially ap- 
preciative of these buffered products. 

A number of new synthetic compounds are being 
produced by the pharmaceutical and allied indus- 
tries. By the time the galley of this paper was printed, 
Lederle Laboratories had produced a new class of 
synthetic steroids,2 one of which at least, on a per 
unit of weight basis, possesses certain therapeutic 
properties equal to any other compounds known 
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to us. As far as I know one other group has been 
studying the anti-inflammatory and metabolic proper- 
ties of this substance. Chemically this substance is 
delta 1, 9 alpha-fluoro 16 alphahydroxy-hydrocortisone 
diacetate. It is closely related structurally to certain 
steroids we have studied which are very powerful in 
their sodium-retaining characteristics. Hellman and as- 
sociates3 spoke on November 30, 1956, at the interim 
meeting of the American Rheumatism Association, 
at the National Institutes of Health, on the effect 
of this compound in persons with rheumatism. They 
reported no sodium or fluid retention and have 
found this steroid to possess life-maintenance proper- 
ties in a totally adrenalectomized patient. 


Spies, Stone, Suarez, Diaz Tellechea, Lopez Toca, 
Reboredo, Niedermeier, and Garcia Rangel* selected 
three cases of rheumatoid arthritis who repeatedly 
developed sodium and fluid retention on cortisone, 
and treated them when in relapse. These patients, 
when given amounts of 2 mg. four times a day, 
improved clinically within twenty-four hours, and 
their edema began to disappear rapidly. Two patients 
having lupus erythematosus and one having metastatic 
lymphosarcoma arising in the tonsil had amelioration 
of their symptoms when given 3 or 4 mg. four times 
a day. A patient with tropical sprue in relapse had 
a prompt onset of blood regeneration when given 
3 mg. four times a day over a period of 10 days. 
This material decreases the number of circulating 
eosinophils in the peripheral blood and, like the 
other corticosteroids, produces some suppression of 
adrenal function. 


To summarize, this compound, due to slight altera- 
tion in structure, does not cause sodium retention or 
potassium excretion. To date, we have seen neither 
osteoporosis nor peptic ulcer develop following its 
administration. It is as effective per unit of weight 
in relieving arthritis, lupus erythematosus and asthma 
as are prednisone and prednisolone. This slight differ- 
ence in structure, and its relation to function tells us 
much about our cells. Even the cells of the elderly 
cannot be said medically to be “through.” Perhaps 
they have been pushed into partial submission but, if 
given their chance, they will muster strength and 
bounce back. They never give up. Over and over again 
we have seen new chemicals come to our aid, and have 
seen the cells fight back stubbornly. What does it 
prove? I feel it proves that when we know enough, 
our diseases will have no success or a limited triumph 
at most in shortening our prime of life. 
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Moderator McCarty: The next speaker 
mentioned has the most important geriatric 
subject to cover. He is going to talk on the 
heart and circulation, where one finds the 
greatest mortality. I know we are going to 
take home some great prizes from his talk. A 
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woman here in Texas went out on Halloween 
for “trick or treat” and came back with three 
Cadillacs, a fur coat and some diamonds. 

Dr. Johnson is going to bring us a few 
tricks and lots of treat, I hope. Dr. Wingate 
Johnson, of Winston-Salem, North Carolina! 


The Chief Problems of Circulation 
Beyond the Age of 60° 


WINGATE M. JOHNSON, M.D.,t Winston-Salem, N. C. 


Iv HAS BEEN ESTIMATED that in the United 
States cardiovascular-renal disease is respon- 
sible for 60 per cent of the deaths in people 
past 60 years of age. Irving S. Wright has sug- 
gested that Zinsser’s thesis emphasizing the im- 
portance of infection in the world’s history 
(“Rats, Lice, and History”) might well be 
supplemented by a study on the effects of 
vascular degeneration. It is his theory that 
nations may have fallen because of cerebral 
arteriosclerosis in their leaders. 

I could not, if I would, enter into a theoret- 
ical discussion concerning the etiology of the 
degenerative changes that come on gradually 
with advancing years. It is quite possible that 
some day the biochemists will find the answer. 
At present the finger of suspicion points to 
cholesterol as the chief offender. The Novem- 
ber issue of that well-known authority on 
medical matters, the Reader’s Digest, has a 
very convincing article in support of this be- 
lief. Another authority, however, Time Mag- 
azine for October 31, minimizes the role 
played by cholesterol. At any rate, most peo- 
ple around middle age would do well to adopt 
a low fat diet as a means of avoiding obesity 
and possible damage to their arteries. 

Neither do I propose to discuss the ana- 
tomic changes that take place in the aging 
heart and blood vessels. It is enough to offer 
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the simplified explanation, which I usually 
give my older patients or their relatives, that 
the arteries become narrower and less elastic 
as one grows older; hence they do not adapt 
as readily to sudden changes of position or to 
unusual exertion, and are more easily blocked 
by blood clots. 


Arteriosclerosis may be generalized, lower- 
ing the metabolism and producing fatigability 
and muscular aching. I have been intrigued, 
however, by a statement made by Scott many 
years ago that the arteriosclerotic process is 
apt to have a selective action, the most fre- 
quent targets being the heart, the brain, and 
the kidneys.1 


The Heart 


It is logical to begin with the central organ 
of circulation, the heart. Here, of course, the 
chief effect of age is the gradual narrowing 
of the heart’s own arteries, producing first 
the well-known picture of angina of effort. 
This condition may be present for years be- 
fore the vessel becomes blocked by a clot and 
myocardial infarction occurs. This event, 
which once struck terror to the bravest soul, 
has now become so frequently recognized and 
so responsive to modern methods of treat- 
ment that Dr. Paul White has said he has 
come to regard it, along with angina pectoris, 
as an almost normal occurrence in the life of 
the average American male. Long before he 
was accused by a rabid Democrat of being a 
political huckster, because he said that Presi- 
dent Eisenhower might be able to serve a 
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second term, Dr. White had stressed the im- 
portance of optimism in dealing with such 
atients. I am sure that all of us who have 
practiced medicine long enough can say with 
him, “Many times I have followed patients 
who are perfectly well 10, 15, and 20 years 
after having been temporarily incapacitated 
by angina pectoris and coronary thrombosis.”? 

There is only one thought I would like to 
offer concerning the treatment of myocardial 
infarction. Unless one knows that the patient 
tolerates morphine well, it is preferable to 
give Dilaudid, Demerol, or methadone, since 
they are far less apt to be nauseating. The 
retching caused by the severe nausea which 
many patients experience following the ad- 
ministration of morphine may mean the dif- 
ference between life and death. 


The Brain 


The pathologists have offered what is to 
men of my age an encouraging observation, 
namely, that cerebral arteriosclerosis does not 
necessarily produce a corresponding degree 
of mental deterioration. It is possible for an 
individual who has always maintained wide 
interests and has kept his mind active to carry 
on in spite of extensive cerebral arterioscler- 
osis. Sooner or later, however, some degree 
of mental deterioration is inevitable in any- 
one who lives long enough. 


One of the most common and most often 
overlooked conditions that may result from 
cerebral arteriosclerosis is the so-called “silent 
stroke,” described so often by Dr. Walter 
Alvarez. I quite agree with him that a small 
cerebral thrombosis is a very frequent cause 
of “indigestion” characterized by upper ab- 
dominal distress, loss of appetite and weight, 
and bloating after meals. Careful questioning 
usually elicits the history of a sudden onset, 
generally associated with dizziness, perhaps 
momentary loss of consciousness or at least 
faintness, nausea with or without vomiting, 
and persistent anorexia. The patient himself 
may say that his memory has been poor ever 
since the onset, and that he continues to be 
dizzy and to tire easily. From the family or 
close friends one often learns that the patient 
has had a marked change in personality since 
the onset of his symptoms. The blood pres- 
sure is apt to be lower for an indefinite 
period after the attack. 
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Many patients with this condition make the 
rounds of doctors and clinics, and may have 
repeated x-ray examinations of the gallblad- 
der and gastrointestinal tract. The diagnosis 
is to be made from the history. Frequently 
the patient or a member of the family can 
name the day and even the hour of the onset. 

The prognosis for recovery is not good, 
though it is not altogether hopeless. Some 
patients make a surprisingly good “come- 
back,” but in the majority the symptoms are 
likely to persist. I have found that most of 
these patients will accept the explanation that 
one of the small vessels in the brain has been 
blocked by a clot, which has caused some 
irritation of the nerve supplying the digestive 
apparatus. It is the part of kindness to avoid 
such words as “stroke,” “hardening of the 
arteries,” and “arteriosclerosis” in talking 
with the patient, although the family should 
be told more frankly just what has happened, 
and be warned not to expect too much im- 
provement. Usually both the patient and his 
family are relieved to know that he does not 
have cancer. 


The treatment of “silent strokes” is not too 
satisfactory. Dr. Alvarez himself uses some 
form of iodine, which has stood the test of 
time. Although he believes that nicotinic acid 
is ineffective, I prescribe it more often than 
any other medication, usually in doses of 100 
mg. three times a day before meals. I may be 
indulging in wishful thinking, but it seems 
to me that the appetite and mental outlook 
of many patients improve on this medication. 
A diet high in vitamins and calories is also 
helpful. This may have to be given in several 
small feedings daily, since the patient is apt 
to feel full after a few mouthfuls. 


Patients who have a definite paralysis re- 
sulting from a cerebral vascular accident may 
be encouraged by two case histories. The first 
is the famous one of Pasteur, who suffered a 
severe hemiplegia 27 years before his death, 
made a good recovery, and did much of his 
best work afterwards. The other is that of 
a patient of mine, whose family told me that 
when he was 45 years old he had a hemiplegia 
so severe that he had to be fed through a 
tube for several days and was in bed for a 
month. He recovered completely except for a 
slight limp, and died of bronchopneumonia 
at 91,—46 years later. 
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The Kidneys 


In the kidneys the smaller vessels, the 
arterioles, are involved in a sclerotic process 
which causes gradual diminution of the kid- 
ney function. In an analysis of 1,251 autopsies 
done on patients past 50, Medalia and White* 
found that 460 had arteriosclerotic nephritis 
(nephrosclerosis), and 105 had pyelonephritis. 
From the therapeutic standpoint pyelone- 
phritis is perhaps the most important form 
of nephritis. When used in its early stages, 
the new urinary antiseptics now available are 
often successful in curing a disease which, if 
neglected, runs a relentlessly progressive 
course. It is important, of course, to determine 
by urine culture the organism or organisms 
present and, in stubborn cases, to perform 
sensitivity tests in order to evaluate their sus- 
ceptibility to the various drugs which might 
be employed. 

Either form of nephritis may result in an 
elevated blood pressure. Most cases of hyper- 
tension, however, fall into the so-called es- 
sential type, which means that we do not 
know what causes it. My entire paper could 
be devoted to a discussion of hypertension, 
and if I knew enough to outline a satisfactory 
treatment, I would gladly do so. 


We know that even in old people the 
psychic element may play a large part in 
hypertension. Every experienced physician 
knows that the usual level of a patient’s blood 
pressure cannot be determined by a single 
reading. I quite agree with Dr. Paul White 
that “Overemphasis on hypertension . . . has 
resulted in a great deal of unnecessary appre- 
hension, and this very apprehension . . . in- 
creases the blood pressure at the time of the 
examination.””? 


In examining a patient for the first time, 
I rarely take the pressure until I have first 
talked to him long enough to feel that he is 
at ease. It is good practice to take the reading 
in both arms before recording it. If the ex- 
aminer’s reaction to the first reading is re- 
assuring, the second will almost invariably 
be lower. I have seen a patient’s blood pres- 
sure vary by as much as 40 mm. of mercury 
at a single office visit. 


Other Types of Vascular Disease 


The vessels of the pancreas are also apt to 
become sclerotic. It is probable that some at- 
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tacks of pancreatitis are on a vascular basis, 
I have an idea that the condition may be 
somewhat analogous to coronary heart disease, 
and that comparatively brief episodes of pan- 
creatic edema may result from vascular spasm, 
more severe ones from occlusion of a vessel. 


Peripheral vascular disease is claiming more 
and more attention. Buerger’s disease or 
thromboangiitis obliterans is a comparatively 
rare condition which is most often seen in 
younger individuals who are literally slaves 
to tobacco. A more common manifestation of 
peripheral vascular disease in older patients, 
especially men, is intermittent claudication. 
This may cause so much pain in the calf 
muscles after the patient has walked a variable 
distance that he is forced to stop and rest. 


I have found in treating this condition that 
it is essential for the patient to stop smoking 
altogether. As partial compensation for this 
deprivation, however, he may be allowed to 
take one or two tablespoons of whisky or 
brandy three times a day, since alcohol is one 
of the best vasodilators available. Priscoline 
or a xanthine derivative, such as amino- 
phylline, may be substituted for alcoholic 
beverages, if the patient is a teetotaler, or an 
alcoholic. 


Temporal or cranial arteritis, a condition 
which is more common in old age, is appar- 
ently a relatively localized and comparatively 
benign variant of polyarteritis nodosa. The 
clinical picture is usually quite typical. It 
occurs in older individuals, and is character- 
ized by fever, severe headaches, swelling and 
tenderness of the temporal arteries, and leu- 
kocytosis. The prognosis for life is good, but 
permanent or temporary blindness is a com- 
plication in a large number of the reported 
cases. In 1953, Kendall* reported 9 cases; 5 
of the patients had lost their vision. 

Cortisone or some modifications of this 
drug gives dramatic relief, although it may 
not prevent involvement of the retinal vessels. 


Summary 


Diseases of the circulation lead all causes 
of death in the United States. 


Arteriosclerosis may be generalized but is 
apt to show a selective action, involving 
chiefly the heart, brain, and kidneys. 

The effect of arterial or arteriolar sclerosis 
upon the various parts is discussed briefly. 
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Moderator McCarty: Thank you very much, Dr. 
Johnson. 

During the war and since, Dr. Knudson 
has been outstanding in this field of en- 
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deavor. All of you who look around and 
listen and read, can see what physical med- 
icine and rehabilitation are doing. Yet, I am 
sure you do not know about all the fine things 
that Dr. Knudson is going to bring to us. Dr. 
A. B. C. Knudson, Washington, who has been 
outstanding in his field and is now in charge 
of the Veterans Program, will talk to you on 
physical medicine as applied to the older 
patient. 


Physical Medicine and Rehabilitation: 
Application in Gertatrics* 


A. B. C. KNUDSON, M.D.,+ Washington, D. C. 


THE CONSTANTLY LENGTHENING SPAN OF HUMAN 
tirE has resulted in increased interest and 
concern for adequate medical care and effec- 
tive rehabilitation of the aged. Certainly it 
is a strange paradox that medicine’s most re- 
markable achievement over the past several 
decades should constitute the very serious 
problem facing us today, namely, the medical 
challenge of our aging population. 


Numerous advances in medical science, 
improved surgical technics, new drugs and 
scientific nutrition, decrease in infant mor- 
tality, the diminishing toll of infectious dis- 
eases, and other medical accomplishments 
have advanced life expectancy by many years. 
There is every reason to believe that this 
will continue. Yet, unless we concentrate upon 
finding solutions to the problems of aging, 
these added years will be merely morbid 
spans of inevitable disability, frustration, in- 
activity, loneliness and general deterioration. 


The President’s Commission on the Health 
Needs of the Nation! stated, “The presence 
of more than 13 million persons in the 
United States over 65 years of age has focused 
attention on a whole new set of health 
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problems.” Approximately a half million 
more persons are added to the ranks of the 
65-and-over group each year. There is con- 
siderable promise for the complications of 
our aging population in the effective and in- 
telligent employment of preventive, mainte- 
nance and rehabilitation measures. However, 
Homburger? has stated, “The attitude of 
many physicians and of today’s medical stu- 
dents when faced with an aging individual is 
often one of resignation and lack of interest. 
Yet these patients present some of the most 
rewarding opportunities for preventive as 
well as curative medicine.” 

It has been firmly established that physical 
medicine and rehabilitation provides needed 
and valuable consultation and treatment serv- 
ices to all other medical specialties in the 
coordinated and total team approach toward 
treatment and rehabilitation of the whole 
man. This has been especially true with refer- 
ence to the severely disabled and the chron- 
ically ill. Now physical medicine and rehabili- 
tation is making a definite contribution to 
the restoration of geriatric patients. In many 
instances the application of the principles and 
procedures of physical medicine and rehabili- 
tation for the prevention, diagnosis, treatment 
and rehabilitation of geriatric illness and 
disability has produced dynamic results. 
Adequate evaluation of the patient, recon- 
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ditioning procedures within physical toler- 
ance, activities of daily living, appropriate re- 
habilitation counseling, establishment of feas- 
ible and ultimate objectives for rehabili- 
tation, and medical guidance for selective 
placement in employment, when indicated, 
are all important facets of this work. Although 
progress in recent years in the sphere of 
physical medicine and rehabilitation as ap- 
plied to geriatric problems has been favor- 
able, we in this specialty are aware of the 
enormous challenge which faces all of us in 
medicine. We hope to contribute, on a team 
basis and a coordinated and total approach, 
to further accomplishment in this field. We 
are acutely aware of the vital importance of 
painstaking research and continuous study of 
these problems, for example, the definition, 
measurement and evaluation of senescence. It 
should be possible to alleviate the general 
deterioration and declining vitality of the 
older individual. It is logical to postulate 
that the senior citizen may rightfully expect 
further life and fuller living with increasing 
age, rather than curtailment of activity and 
diminishing productivity. 

At the clinical level, there is increasing 
awareness of the immediate needs of these 
individuals, and constructive action for help- 
ing them. The individual of 80 has a life ex- 
pectancy of more than five years, and it is 
our responsibility to maintain and improve, 
if possible, his physical and mental status. 
There are many who adhere to the belief 
that these problems just cannot be overcome, 
and who actually discourage any progressive 
attempt to develop effective methods. Certain- 
ly, concerted and dedicated effort by imagi- 
native, ingenious and visionary personnel 
in the medical and health fields will be re- 
warded by more effective management and 
guidance of these older citizens. 

In any project in which it is planned to 
rehabilitate geriatric patients, the first step 
is to survey carefully the diverse needs of 
the group in order to obtain an evaluation 
on which to base future planning. In the same 
way, a survey should be accomplished in any 
community where a rehabilitation program 
will be initiated, whether it be on a city, 
state or regional level. The findings must be 
carefully tabulated and analyzed, then made 
available to the rehabilitation team so that 
valid planning for further action may be con- 
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summated. It should be emphasized that all 
members of the team are needed for ex- 
change of ideas and effective accomplishment 
of the rehabilitation goal, but the physician 
must always be the captain of the team. 

Increasing infirmity in the older individual 
usually encompasses physical, mental, emo- 
tional, social and vocational consequences. 
Therefore, careful assessment of these aspects 
of the patient’s condition is essential for 
complete understanding of the illness and 
for the successful formulation of a plan for 
rehabilitation. This plan must include re- 
establishment of family, social and community 
relationships which have been broken or dis- 
turbed by the patient’s illness or disability. 

The aspect of the maintenance health prob- 
lem in aging needs considerable develop- 
ment. Physical medicine and rehabilitation 
can contribute significantly in promoting posi- 
tive health in older individuals. Medically 
prescribed activities in this field are admi- 
rably suited to maintain and even to increase 
the health reserves of older persons. This type 
of health preservation would include reha- 
bilitation technics for the prevention of illness 
and disability, with the objective of halting 
impairment of health, increase of deteriora- 
tion, and onset of disability. The physiatrist, 
with his rehabilitation team, would thus con- 
tribute as part of the total resources geared 
to an aggressive approach in such a program 
of prevention. Prior to implementation, and 
in addition to the previous over-all survey 
described above, a comprehensive health in- 
ventory must be made for each patient. Physi- 
cal medicine and rehabilitation can be of 
definite help by means of reconditioning 
measures and in prevocational activities to 
determine and to increase work capacity, 
physical tolerance, mental alertness and emo- 
tional stability. Bortz* stated, ‘“‘A word here 
about physical exercise for older people; the 
healthiest physical specimens I have seen 
among older people have maintained, by 
fairly vigorous physical exercise, excellent 
muscle tone, easy working joints and ad- 
mirable muscle balance.” 

Thus, prevention of disability and mainte- 
nance of health in the aged are vital in meet- 
ing the health needs of the aging since they 
may well prevent serious complications lead- 
ing to severe and permanent disability. 
Waterman and Lang?‘ have observed, “Preven- 
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tion is much cheaper and at the same time 
saves untold suffering and unhappiness. Early 
case finding may be accomplished by multi- 
phasic screening, annual physical check-ups, 
or pre-employment examinations. Because 
many of the long-term illnesses have a slow, 
insidious development, if they are detected 
early and treatment is instituted, they may 
be controlled to the extent of preventing 
invalidism or disability.” We must come to 
realize the economic and social urgency to 
extend our services to this rapidly increasing 
segment of our populace. If we fail to realize 
the importance of this challenge, we shall 
gradually fall farther and farther behind 
in the over-all potential health level of this 
country. 

In physical medicine and rehabilitation 
there are many specific measures which may 
be utilized in the definitive treatment of dis- 
ease and disability of almost every category 
and degree. This has been amply demon- 
strated over the years, but especially since 
World War II. Our colleagues in the special- 
ties of internal medicine, surgery, neurology, 
psychiatry, pediatrics, obstetrics, chest dis- 
eases and others, frequently rely on the physia- 
trist for procedures in his armamentarium to 
help their patients as a part of the active 
therapeutic regimen in acute illness; this 
applies equally to illness of older individuals. 
We know that motivation for recovery, hope 
for the future, return of self-respect and 
restoration of confidence are even more im- 
portant in the geriatric patient, and these fac- 
tors can often be instilled by the dynamics 
of effective physical medicine and rehabilita- 
tion.5 

The most effective utilization of physical 
medicine and rehabilitation in this total prob- 
lem is naturally in the specific area of re- 
habilitation for the aged. Actually, complete 
treatment and care of older individuals re- 
quire that adequate and efficient rehabilita- 
tion services be available. Many times, prop- 
erly prescribed physical medicine and rehabili- 
tation may correct a disability entirely, being 
usually most helpful in restoring function in 
whole or in part, and developing the maxi- 
mum physical tolerance of which the patient 
is capable. Again, with early application of 
appropriate measures in this field, the fur- 
ther progression of the disease or disability 
may be retarded or halted. Frequently, these 
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modalities are valuable in restoring aged per- 
sons to the point of self-care, and even to full 
or part-time employment. In speaking of the 
restoration of older persons to jobs, Rusk® 
stated, “Lacking specific measures for the cure 
of many of the diseases which produce this 
tremendous load of disability, medicine must 
look to rehabilitation for the ‘restoration of 
the handicapped to the fullest physical, men- 
tal, social, vocational and economic useful- 
ness of which they are capable.’”’ Following 
discharge of the patient to his home and the 
community we must be certain that his re- 
socialization will be successful. Failure in 
carrying out this responsibility may result 
in the patient becoming discouraged and frus- 
trated; thus, the accomplishments of rehabili- 
tation will be undone, and the individual will 
have to be readmitted to the hospital, clinic 
or rehabilitation center. It is also vital that 
follow-up information be obtained concerning 
all patients who have been discharged to the 
community. This is the only sure method by 
which the success or failure of the rehabilita- 
tion process can be accurately measured. It is 
frequently difficult to visualize the long-range 
results of rehabilitation; therefore, this follow- 
up phase should include necessary surveys, 
social service contacts, re-examinations by the 
physician, and interviews with employers. 


The final step in the rehabilitation process 
is the selective placement of the individual in 
suitable employment if this is feasible. In this 
phase there must be medical determination 
that the person will not break down physically 
or emotionally. 


This total problem was emphasized again 
by the Task Force on the Handicapped,’ 
which made the following report: “We are 
becoming a Nation of older people. In 1900, 
the average life expectancy of Americans was 
49.7. The 1950 statistics of the National Of- 
fice of Vital Statistics have shown that the 
average life expectancy in this country has in- 
creased to nearly 68 years. If this trend, and 
the causes behind it, have been accurately 
analyzed, then we may expect that the aver- 
age age will continue to ascend for many 
years. While average age has been climbing, 
there has not been a corresponding reduction 
in the incidence of disabling conditions among 
older people. Advanced age, as it has in the 
past, continues to take its toll in chronic ill- 
ness and injury.” In physical medicine and re- 
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habilitation we have visualized the enormous 
challenge in this outlook. We also realize that 
there is a vast problem for education to pro- 
mote better understanding of the importance 
of maintenance of the health, rehabilitation, 
and community re-integration for our aged 
citizens. Our objective must be to make older 
men and women capable within their physical 
and mental limitations of being useful to 
themselves and to society. 


Our Physical Medicine and Rehabilitation 
Service in the Veterans Administration is a 
comprehensive one able to meet the basic 
needs in the field of geriatrics with a dy- 
namic therapeutic program. We have found 
that the conditions which afflict aging pa- 
tients offer favorable opportunities for the 
application of physical medicine and rehabili- 
tation methods. We in the Department of 
Medicine and Surgery have devoted consider- 
able attention and study to the matter of 
medical care and dynamic rehabilitation for 
aging veterans. Our well-integrated service of 
physical medicine and_ rehabilitation, by 
means of a team approach and positive ap- 
plication, is accomplishing worthwhile results. 
The more than 20 million veterans of this 
country are a significant part of the entire 
population. Rusk has said that both the Vet- 
erans Administration and some civilian hos- 
pitals have demonstrated that rehabilitation 
to the point of self-care, and even to full or 
limited employment, is possible for many of 
these patients. We have found this to be true. 

Exton-Smith® observed in his recent book, 
“The therapeutic and economic aspects of em- 
ployment of elderly people are now receiving 
widespread consideration, and the recent re- 
port of a committee appointed by the Min- 
ister of Labour recommended that when peo- 
ple can give effective service they should have 
the opportunity of continuing their work.” 

At the V. A. Center, Los Angeles, a recent® 
report showed that from April 1951 to July 
1953 a total of 127 older veterans had been 
discharged to home and a job; from August 
1953 to May 1954, 196 veterans were dis- 
charged to home and a job; the former num- 
ber was from 719 patients evaluated, the lat- 
ter from 1,347 patients evaluated. The report 
states further that, “The present domiciliary 
member population can probably best be 
described as a relatively static, chronically ill, 
predominantly male group of individuals 


SOUTHERN MEDICAL JOURNAL 


FEBRUARY 1957 


with a mean age of approximately 63 years. 
Approximately 2,000 veterans admitted con. 
secutively for domiciliary care were person- 
ally interviewed by the Assistant Chief, and 
Executive Assistant, of the Physical Medicine 
and Rehabilitation Service. This group in 
particular is mentioned because they present 
the most difficult, perplexing and frustrating 
problems in this type or any type of program. 
It is our opinion, after seeing approximately 
300 of these individuals over a three and a 
half year period, that the big majority of 
them are severely disabled. The problems pre- 
sented by these members show the basic need 
for more knowledge of these individuals.” 


The numerous observations made in the 
above study bear out the basic principles 
which have been established in the care of 
the aged. Amato!” has observed, “The evalua- 
tion of the patient should include all of the 
body systems, and there are usually multiple 
diagnoses. Into consideration will come the 
mental status, and the physical capacity of 
the patient. This will determine the physical 
limitations to be imposed upon the patient. 
Fear and apprehension are to be avoided.” 


The next step after a careful evaluation is 
the initiation of the rehabilitation plan under 
careful medical supervision. All activities 
should be prescribed and given by qualified 
therapists. The problem is well stated by a 
report!! which says, “At the moment it is not 
known how much activity elderly people 
should have. As viewed by the active person 
in middle age, members of this home seem to 
have too few avocations. At the same time 
(and like everybody else), old people like to 
control their own activities and act at their 
own speed. It is recognized that too little ac- 
tivity is dangerous, but the apparent health 
and seeming happiness of the members tend 
to support the attitude of the present admin- 
istration of the Home, which is not now fav- 
orably inclined toward an organized program 
of occupational therapy. This bears upon one 


_ of the important dilemmas in the institution- 


al care of elderly people. We are faced with 
the necessity of planning for large groups of 
old people, and yet most elderly people have 
acquired enough individuality to resist the 
mass action toward which any such planning 
would inevitably tend. This dilemma is an 
important concern of those who direct institu- 
tions for the aged. This problem impinges 
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directly on the selection of members and in- 
directly on their needs and demand for med- 
ical services.” 


Donahue!” has pointed out further prob- 
lems, “The task is how to motivate the aging 
person to want to take the initial step re- 
quired to become a member of such groups 
and programs. The problem is complex and 
needs to be broken down into its several com- 
ponents. Some of the difficulty lies in our lack 
of knowledge about how to communicate 
with older people. We know very little about 
how information reaches them, what channels 
of communication are open to them, and 
what relative values they place on different 
sources of information. . . . There is consid- 
erable resistance to participation in education- 
al activities because older people do not feel 
that it is permissible for them to go to school. 
.. . Education for the aging is to be looked 
upon as a new challenge. The educator is 
faced with the challenge of applying his 
knowledge to the requirements and proper 
teaching of adults so that they may have the 
opportunity to pursue the stimulating aspects 
of life into old age.” 


This presentation would be deficient if it 
did not menticn the mental aspects of aging 
and the innumerable problems involved. 
These problems must be carefully treated sim- 
ultaneously with physical disability in order 
to achieve maximum rehabilitation at the 
earliest possible time. Another essayist will 
discuss this subject, but I would like to state 
the opinion of Lewis,1* “The first general 
question, and the most difficult, is to dis- 
tinguish the intrinsic, or normal psycholog- 
ical accompaniments of chronological aging 
from those that are morbid. The problems in 
this are not different from those we meet 
when we try to distinguish between physio- 
logic aging; but I think they are incompar- 
ably more difficult to solve. Apart from the 
common trouble in defining any essential dis- 
tinction between normal and morbid, we have 
very little ground for correlating mental with 
structural changes; we cannot isolate mental 
functions readily, and many of the most im- 
portant we cannot measure; study of animals 
takes us only a little way; and we cannot con- 
trol some variables which are probably power- 
ful influences upon the rate and signs of 


mental aging in human beings. Consequently 


we are deprived of many of the methods 
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which are available for separating pathological 
from normal in the somatic features of old 
age.” 

Almost every aspect of the older individ- 
ual’s total condition as a whole person pre- 
sents problems which are difficult, complex 
and which will require extended research and 
tremendous study. McCay"? has described re- 
search areas in gerontologic nutrition that are 
now neglected. 


To begin the process of rehabilitation it is 
necessary to obtain the cooperation and un- 
derstanding of the patient, and to motivate 
him to become a member of the rehabilitation 
team for his own improvement and restora- 
tion to self-sufficiency. Stieglitz!® stated, 
“Motivation for the efforts requisite for im- 
provement is of primary importance. With- 
out the will to improve health, little can be 
accomplished. The will merely to survive does 
not suffice; this may only perpetuate chronic 
disablement. The person with long-term ill- 
ness will make strenuous effort to improve his 
health only if there is adequate motivation 
for so doing. Humans will not make an effort 
to jump cut of an uncomfortable situation 
until they can see a place to land which seems 
to be more comfortable and happier than 
where they are. Rehabilitation is impossible 
without effort on the part of the patient; ef- 
fort will not be expended without adequate 
motivation supplied by the promise of greater 
happiness.” 

In physical medicine and rehabilitation 
we insist that each member of the rehabilita- 
tion team exert every effort to motivate the pa- 
tient and constantly perpetuate the patient's 
interest in his own recovery and restoration 
to independence. This technic may demand 
the establishment of competitive elements 
among the older patients, each one striving 
to outdo the other, but always under careful 
supervision. We must assist the patient in 
setting realistic goals for himself and to make 
practical and feasible plans for accomplishing 
them. He should realize that the rehabilita- 
tion process is a well-marked road to his ob- 
jectives and that he will be skillfully guided 
during his journey to his home and commu- 
nity. The older patient needs our constant 
supervision and careful help each step of the 
way. 

The Chief of the Physical Medicine and 
Rehabilitation Service is a physician trained, 
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experienced and interested in this field, who 
serves as the captain of the rehabilitation 
team. He frequently has an Executive As- 
sistant, a lay specialist in rehabilitation meth- 
odology, who assists him by coordinating the 
numerous aspects and facets of a dynamic re- 
habilitation program, and who also handles 
the medical administration of the service. He 
serves as counselor and adjustor. This gives 
the physician much more time to devote to 
the medical and clinical phases of work, and 
is especially valuable since trained physician 
man power is critically short in this field. 
Qualified therapists compose the component 
sections of the service, which are: physical 
therapy, occupational therapy, corrective ther- 
apy, educational therapy and manual arts 
therapy. In certain installations where the 
need exists there are in addition, a Blind Re- 
habilitation Section and an Audiology and 
Speech Correction Section manned by quali- 
fied personnel in these special areas. The 
closest liaison exists with the departments of 
clinical psychology, social service, vocational 
counseling, nursing, dietetics, the chaplaincy 
and special services. The team approach is 
further strengthened by consultation services 
with all other medical specialties in the hos- 
pital. The Chief of the Physical Medicine and 
Rehabilitation Service also serves as Chair- 
man of the Medical Rehabilitation Board, 
which is the pace-maker of coordinated and 
integrated team methods for accomplishing 
the rehabilitation objectives for each patient. 
All rehabilitation therapy is individualized 
and carried out by prescription. In many hos- 
pitals it has been found to be of definite value 
to establish physical medicine and rehabilita- 
tion bed services which are under the jurisdic- 
tion of the physiatrist. This enables him to 
apply especially intensive rehabilitation meas- 
ures and to give the closest personal super- 
vision to those patients referred to his service. 

The Veterans Administration believes in 
the dynamic rehabilitation of the aged vet- 
eran, and in his effective and selective em- 
ployment following his restoration to useful- 
ness. We believe this constitutes reconstruc- 
tive medicine at its best. 


Studies accomplished by the Physical Medi- 
cine and Rehabilitation Service of the Veter- 
ans Administration show economic savings 
comparable with those reported in the past 
by the Baruch Committee, Dr. Howard A. 
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Rusk, and others. The Los Angeles V. A, 
study proves forcibly that early referral to 
such a Service is to be emphasized, since sey- 
eral patients of the group were referred to us 
after long-term hospitalization because of the 
common opinion that they would not respond 
to intensive rehabilitation procedures. Noth- 
ing could be further from the truth. Finally, 
the study confirms again the effectiveness, ef- 
ficiency and economy of the present organ- 
izational pattern of comprehensive physical 
medicine and rehabilitation as it exists in the 
Veterans Administration. 

The challenge we face in the health, re- 
habilitation and employment problems of the 
aging will continue to increase in complexity, 
degree and scope. Instead of a hopeless at- 
titude and a few palliative measures for the 
aging and the aged, we must engender a feel- 
ing of hope, optimism and reassurance, and 
apply them in a positive approach toward the 
problem. An aggressive and direct attack must 
be made through adequate physical medicine 
and rehabilitation services working in close 
harmony with the rest of the medical pro- 
fession. 

We shall then find a new approach to liv- 
ing for our aging citizenry. We shall prove 
that age is no longer a valid reason for re- 
maining on the side-lines of life. Rusk!® has 
effectively expressed this thought, “With the 
growing increase in chronic disability result- 
ing primarily from an aging population, med- 
ical care cannot be considered complete until 
the patient has been trained to live and to 
work with what he has left. Rehabilitation is 
a medical responsibility.” 
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Moderator McCarty: Thank you very much, Dr. 
Knudson. You have covered a large subject here in a 
very fine way. 

The next speaker is a hometown boy who 
made good and stayed at home down here and 
is still making good. Dr. E. Carson Williams, 
of Houston, Texas. 


The Commoner Urologic Problems 


of the Aging: 


E. CARSON WILLIAMS, M.D., Houston, Tex. 


THE GREAT MAJORITY OF THE UROLOGIC 
PROBLEMS Of the elderly adult, particularly 
the male, are due to obstructive lesions of 
the lower urinary tract, either benign or 
malignant. 

The highest incidence of clinically mani- 
fest urologic disease in the aging male can 
be explained on the basis of benign prostatic 
hyperplasia. 

In the last fifteen years, there has been 
great progress in educating men regarding 
the very early symptoms of prostatism. A 
great number of these patients seek advice 
during the early phases of obstructive change, 
when perhaps the symptoms may consist only 
of nocturia of two to three times, diurnal 
frequency, occasional hesitancy and recurrent 
acute prostatitis. These people should, and 
usually do, consult the family physician or 
the diagnostician. It is important to realize 
that even in face of typical obstructive symp- 
toms, rectal examination may reveal the pros- 
tate to be within normal limits and the urine 
to be entirely negative. Prostatic massage may 
help temporarily or may have no influence 
on the patient’s symptoms. With persistence 
of the early symptoms or progressive change 


bi d at the n Geriatrics, Southern Medical 
Association, Forty- ‘Nesting, Houston, Tex., No- 
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leading to marked straining on urination, 
small stream, dribbling, nocturia of three to 
ten times, intermittent gross hematuria and 
infection, complete urologic study should be 
advised. It is quite apparent to the modern 
urologist that relying on rectal examination 
to determine size and extent of obstruction 
due to prostatic hyperplasia is a fatal error. 
In many cases with persistent obstructive 
symptoms, a normal prostate rectally and 
negative urine, it is found that there is 
marked intraurethral or intravesical enlarge- 
ment of the gland. No longer is it necessary 
to allow the obstruction to persist until 
diverticula of the bladder, vesical stones or 
dilation of the upper urinary tract have been 
established. No longer should obstruction be 
allowed to persist until 60 cc. or more of 
residual urine is present. 

In the majority of patients seen in the late 
phases of prostatic obstruction, it is possible 
after catheter drainage, relief of infection and 
correction of uremia, to surgically correct the 
obstruction. When operation is advised, we 
are often faced with the statement: “But 
Doctor, I am too old to have an operation.” 

Obviously, this attitude is fallacious since, 
unfortunately, the disease is usually a lesion 
of the elderly. With carefully administered 
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and minimal anesthesia, antibiotics, exam- 
ination and preoperative preparation of the 
cardiovascular system, and early postopera- 
tive ambulation, over 95 per cent of these pa- 
tients can be relieved. All of the so-called 
“poor risks” of past years need not be vic- 
tims of permanent catheter drainage. With 
the aid of competent medical consultation, 
many of the patients having severe cardio- 
vascular disease tolerate a corrective surgical 
procedure better than they do the stress and 
discomfort of permanent catheter drainage, 
recurrent urinary tract infection and restric- 
tion of activities because of the circumstances. 

Surgical correction may be accomplished by 
transurethral resection, suprapubic or retro- 
pubic enucleation or perineal prostatectomy. 
I will not.detail these methods except to say 
that in our hands, glands of under 50 grams 
weight are handled transurethrally and those 
above 50 grams by open surgery. To be trite 
but true, “No one surgical procedure can be 
adapted to all patients with prostatic ob- 
struction.” 


One of the most perplexing urologic prob- 
lems in the elderly male is carcinoma of the 
prostate. There is certainly no clear-cut path 
along which to proceed as is possible with 
benign lesions of the gland. 


It is said that at present, in the United 
States, there are as many as 5,000,000 men 
over 50 years of age who have carcinoma of 
the prostate, 


Early diagnosis is difficult. A curable 
lesion may be noted as a tiny indurated 
nodule the size of a pea usually in a patient 
having absolutely no clinical symptoms. Even 
with positive biopsy by transurethral resec- 
tion, perineal needle, open perineal or trans- 
rectal biopsy, determination of the extent of 
the malignant process is confusing. Thus we 
are often reluctant to subject a healthy 
asymptomatic male to a radical surgical pro- 
cedure fraught with the possibility of urinary 
incontinence and sexual impotence, or sim- 
ilarly a poor risk patient to a procedure with 
a significantly high element of risk. 
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Unfortunately, the cases in which radical 
surgery is indicated average only 3 to 5 per 
cent. To meet the requirement for such an 
indication, there must be no metastases, no 
evidence or extension of the lesion beyond 
the capsule, a normal acid phosphatase level, 
and reasonably long life expectancy. 

We feel that where indicated, a two stage 
procedure is the method of choice, that is, 
open perineal biopsy of the nodule with sub. 
sequent radical perineal or retropubic prosta- 
tectomy, if the permanent tissue sections are 
positive. 

By far the greatest problem in this malig- 
nant process is the Stage II carcinoma. This 
group includes those cases in which the lesion 
has extended outside the prostatic capsule 
with or without distant metastases. 


Relief of obstruction by transurethral re- 
section, and a combination of palliative 
orchiectomy and hormonal therapy has given 
the best results over the past fifteen: years. 


Recently, there has been a trend, in those 
Stage II lesions without metastases, toward 
the use of radioactive agents injected directly 
into the gland in open surgery, with follow- 
up perineal injections of nodules which per- 
sist. Although early results show miraculous 
dissolution of the lesions, in many instances, 
further time must elapse before long-term 
results can be evaluated. 


Moderator McCarty: We thank you, Dr. Williams 
for your brevity, and don’t worry about it, those pic- 
tures were all right. They remind me of the little boy 
at Sunday School who said his teacher was “Jesus’ 
grandmother because all she did was show the class a 
lot of pictures of the little baby Jesus.” 

The next speaker comes to us from Bir- 
mingham. Dr. Noojin will talk to us about the 
dermatological problems which are many, cer- 
tainly in the elderly folks. He has much to 
select from. As they say, most men have just 
one wife, but the iceman has his pick. ! think 
after you get through hearing from Dr. 
Noojin, you will have a good selection for 
treatment of these senile dermatoses. Dr. 
Noojin! 
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Common Geriatric Dermatoses* 


RAY O. NOOJIN, M.D., and LAMAR S. OSMENT, M.D.,+ Birmingham, Ala. 


JHE TERM GERIATRICS WAS COINED by Nascher 
in New York in 1909.1 Is it possible that he 
could have foreseen the tremendous impor- 
tance this subject holds at the present? We 
today can be sure of the vastly greater position 
this field of medicine will occupy in just one 
to two more decades. In the meanwhile, the 
skin, more than any other organ, offers the 
student the best opportunity to study its aging 
process and to learn some of the obscure or 
unknown answers to this problem. 


Since the skin is not a detached organ, but 
rather one vitally interrelated with the sum 
total of all the body processes, let us briefly 
review the general problem in geriatrics. 


The foremost objective of medical science is 
to keep our people healthy and happy and 
to prolong life as long as possible. An analysis 
of what has been accomplished in the past 
fifty years reveals both interesting and sur- 
prising data. Some of these results are bril- 
liant. One may now expect the average length 
of life at birth to be 70 years.2 One hundred 
years ago life expectancy at birth was only 40 
years or less. This proud achievement repre- 
sents a remarkable gain of 30 years and can be 
attributed to the gains made in preventive 
and curative medicine and in environmental 
sanitation. The mortality from infectious dis- 
eases has been drastically reduced. 


Let us see the debit side of this story. Since 
1900, eleven years have been added to the 
average future lifetime of the 5 year old child, 
9 years to those age 20, 5 years to those age 
40, and unfortunately only 2.3 years to that 
elderly person who in 1900 would have lived 
to be 65 anyway.* This again points up the 
great strides made in the management of in- 
fectious diseases and emphasizes the minimal 
gains made in controlling cardiovascular-renal 
diseases and cancer. These two account for 
more than two-thirds of all deaths. 


This situation is more deplorable when we 
realize that in the age group 55 to 59 some 


*Presented at the Symposium on Geriatrics, Southern Medi- 
cal Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-17, 1955. 


tFrom the Department of Dermatology and Syphilology, The 
Medical College of Alabama, Birmingham, Ala. 


15 of 19 other countries had better general 
mortality figures than the United States.‘ 
Some have attributed this to the high propor- 
tion of overweight people in our population. 

Growing old is a problem that involves 
both somatic and psychologic aspects. In no 
other situation in medicine is psychosomatic 
balance more important than in the elderly 
individual. We all know that we shall grow 
old, and yet often neither the patient nor his 
physician prepare themselves adequately to 
cope with this occasion. 


There can be no criticism of the vast num- 
ber of workers and sums of money now en- 
gaged in research upon cancer, cardiovascular 
disease, and other degenerative conditions. 
Unfortunately, the net yield, although im- 
proving, has been comparatively small. 


Our needs for the immediate future em- 
brace at least three points, if we are to pre- 
vent the rapidly growing geriatric problem 
from overwhelming us. 

Future hospital and rehabilitation facilities 
must be built with the knowledge that they 
will soon be largely filled with those patients 
over 60. Greater emphasis must be upon ac- 
commodations for chronic diseases and nurs- 
ing home type of hospital care. 


Medical students now prefer the glamour of 
acute medical and surgical cases. In many 
instances this is largely what they are being 
taught. Generally, they are not being ade- 
quately taught to take care of the less glamor- 
ous illnesses of elderly people, and yet more 
and more of their practice is going to be dom- 
inated by these patients in the future. 


Progress in geriatrics will depend to a great 
extent upon continued and expanded investi- 
gation into the causes of cancer and the de- 
generative diseases. 


Common Dermatologic Problems Past 
Age Sixty-five 


For the purposes of this report the records 
of 500 private patients over 65 were examined 
in order to determine the six most common 
dermatologic complaints promoting these pa- 
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tients to seek the aid of a dermatologist. The 
more frequent occurrence of these six par- 
ticular entities compare favorably with other 
similar reports. The diagnosis and manage- 
ment of this group will be briefly presented. 


1. Seborrheic keratoses occur particularly 
on the face, scalp, and trunk or the areas of 
greater density of sebaceous glands. Patients 
with an oily skin and the elderly are especially 
susceptible. The lesions are single or multiple, 
greasy, scaly, verrucous or smooth, soft, slight- 
ly elevated, and vary in color from yellow to 
a deep brown. They may become large, and 
at times as many asa hundred or more may 
be noted on a single patient. Their similarity 
to malignant melanoma occasionally may be 
noted, especially if secondary inflammation is 
present. If there is any doubt a biopsy and 
wide excision should be done. The seborrheic 
keratosis is a benign lesion and rarely becomes 
malignant. By some they have been thought 
to be epidermal nevi and apparently inheri- 
ted as a simple dominant trait.? 


Removal of the lesion may be indicated for 
cosmetic reasons, because of repeated trauma 
and secondary infection, or because of suspi- 
cious malignant change. Otherwise they may 
remain untreated. Removal is easy because 
the lesion is superficial. This may best be ac- 
complished by electrodesiccation or with a 
sharp curet under ethyl chloride anesthesia. 
Resultant scarring should be minimal or ab- 
sent. 


2. Senile keratoses are noted with great fre- 
quency in areas which have been exposed to 
light, sun, and wind. The face, ears, and dor- 
sal surface of the hands are the most common 
sites. Brown macules undergo dry hyperkera- 
tosis and scaling. They become erythematous, 
papular or flat, slightly atrophic and _ infil- 
trated, and are covered with an adherent scale. 
The scale comes off repeatedly, eventually 
becoming more difficult to remove. They 
vary from a few millimeters to several centi- 
meters in size and are slightly elevated when 
present on the lips and dorsum of the hands. 
The Negro and Indian seldom develop the 
lesion whereas blonde, florid, sandy, and com- 
plexions in the elderly appear to be predis- 
posed. As many as 20 per cent may eventually 
develop into squamous cell carcinomas.§ 


The lesions should be destroyed by first ob- 
taining a biopsy, consisting of the entire lesion 
if possible, followed by electrodesiccating and 
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curetting the base until noninvolved tissue is 
reached. 


Although cutaneous cancers are seen in all 
age groups, they occur more frequently in 
those beyond middle age. In past years pa- 
tients often sought treatment only after their 
lesions had attained considerable size. For- 
tunately most patients today appear to be 
more “cancer conscious” and seek treatment 
when the lesion is at an early stage. In some 
tumor clinics, skin cancer far outnumbers any 
other type. 

Cancer of the skin is not a difficult clinical 
diagnosis to make, but the final diagnosis 
should be based on histologic examination at 
all times. Persons who are fair-skinned, or ex- 
posed to a great deal of sunlight, or who have 
had previous premalignant (senile keratoses) 
or malignant lesions should arouse especial 
alertness in the physician. 

3. Basal cell epitheliomas are easiest to di- 
agnose and the least threatening to life of all 
cutaneous malignancies. The usual lesion is 
a firm button-like nodule which has grown 
slowly for a year or more. It is skin-colored 
and waxy, and the border is elevated and 
rounded. Surface telangiectasia are usually 
noted. Ulceration and crusting are common 
but may be late in appearance. Bleeding at 
this stage occurs readily. Large, flat, de- 
pressed lesions are sometimes encountered 
which are more difficult to diagnose clinically 
but should be suspected of malignancy, as 
they usually are of long duration and show 
the characteristic rolled border and telangiec- 
tasia. Basal cell epitheliomas may occur al- 
most anywhere, but usually appear on the up- 
per part of the face above the mouth. Al- 
though these lesions rarely metastasize, they 
may produce decided local tissue destruction 
if untreated. 

4. Squamous cell epitheliomas of the skin 
are most frequent on the dorsal surfaces of 
the hands and the face. They often supervene 
in an area already involved by a senile kera- 
tosis. The lower lip and the rims of the ears 
are common locations; however, no part of the 
body is exempt. The lesions appear abruptly 
and increase rapidly in size, eventually ulcer- 
ating in the center. Most often they appear 
to be an elevated, infiltrated tumor with an 
ulcerated plateau. They bleed easily, tend to 
occur earlier in life than basal cell epithelio- 
mas, and penetrate rapidly into underlying tis- 
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sue. Metastases occur to the regional lymph 
nodes but not as early as in internal cancer. 
Nevertheless, adequate treatment should be 
initiated as soon as possible. The differential 
diagnosis for both types of epitheliomas in- 
cludes syphilis, tuberculosis, and deep mycotic 
infections. Epitheliomas present at mucocu- 
taneous junctions and mucous membranes are 
usually squamous cell cancer. 


Treatment of skin cancer is dependent on 
location, size of lesion, and presence or ab- 
sence of metastases. Radiation therapy will 
cure all but the most far advanced. However, 
this form of treatment may not be advisable 
for lesions involving the ear, the mouth, and 
the dorsum of the hand or foot. Subsequent 
late ulceration is a possible radiation sequela 
in these areas due to the sparseness of under- 
lying tissue. Adequate surgical excision is often 
the treatment of choice in these areas. 


5.(a) Pruritus senilis. This entity has also 
been described under the names of “winter 
itch,” “pruritus haemalis,” and “asteatosis.” 
Several factors are responsible for the itching 
which occurs so commonly in later life. Secre- 
tion of sebaceous glands is decreased, espe- 
cially on the extremities. Flow of sebum de- 
pends on fluidity of the surface film of oils 
and in cooler weather is decreased by congeal- 
ing. There is a tendency to rapid desiccation 
of the keratin layer and cracking when the 
humidity drops as it does in the winter. De- 
fatting by the overuse of soap and water re- 
sults in dehydration of the keratin layer, since 
the fats are necessary for the retention of 
water. The entire picture consists of dry, 
cracked, scaly skin and is called “chapping.” 
The correction of this disorder is not at all 
difficult if a few simple rules are followed. 
Bathing should be infrequent and never pro- 
longed. Soap should not be allowed to re- 
main on the skin for very long, and rinsing 
should be complete. Bathing should be fol- 
lowed by the liberal application of an oily 
lotion or creme. Lubricating lotions should 
also be used daily. Humidity in heated homes 
is often low and should be elevated if possible 
by the use of humidifiers. Wool is a mechani- 
cal irritant that should be interdicted, but 
this is sometimes difficult in view of the wide- 
spread use of wool winter clothing. The in- 
ternal administration of antihistamine drugs 
may be helpful. 


(b) Neurodermatitis (atopic dermatitis) 
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is common in all age groups, but deserves dis- 
cussion here because of its frequent occurrence 
in senescence, especially among women. Causal 
factors are still debatable. An atopic back- 
ground, emotional stress and strain, and en- 
docrine imbalance are purported as possible 
contributing elements. The increased inci- 
dence in senescence may be partly due to the 
dryness of the skin. The scalp, neck, anogeni- 
tal areas, and flexures of the arms and legs 
are the locations most frequently involved. 
Senile vaginitis and vulvitis can be a contrib- 
uting factor in elderly women. The usual 
tendency to sleep poorly is further intensified 
by persistent nocturnal itching. Primary irri- 
tants and sensitizers aggravate some of the 
eruptions. The appearance of neuroderma- 
titis is characterized by heat, redness, infiltra- 
tion of the skin, and either a dry or weeping 
surface. The skin is sometimes hypersensitive 
to contact with even the blandest substances. 
The course of the disease is whimsical. The 
severity of the eruption changes frequently 
and rapidly, and apparent recovery may be 
followed by relapse without good explanation. 
A chronic course is usually followed. 


The treatment of neurodermatitis should 
include systemic as well as local measures. The 
relief of tension and worry is often essential 
for recovery. Some form of daytime sedation 
with an increased bedtime dosage will be in- 
valuable. Soap and water must be avoided 
completely. Bathing is done in a tub of luke- 
warm water containing one cup of powdered 
starch. Soothing antipruritic lotions and 
ointments are helpful. These should be more 
oily in the treatment of elderly persons than 
others. A most useful local antipruritic agent 
is one containing 0.5 per cent menthol, 1 per 
cent phenol in equal parts of Nivea skin oil 
and calamine lotion. If only small areas are 
involved, 1 per cent hydrocortisone ointment 
will expedite recovery. Cool, wet compresses 
with Burow’s solution are helpful if exudation 
and crusting are noted; but caution is advised 
due to the extreme macerating tendency of 
wet applications. 

6. Stasis dermatitis occurs as an eczematous 
eruption involving the lower legs and espe- 
cially the ankles. Arterial and particularly 
venous insufficiency are the primary predis- 
posing factors. Venous stasis in the elderly is 
often part of the post-phlebitic syndrome 
whether or not the earlier incident is re- 
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called. Secondary contributing factors are 
recognized as obesity, anemia, focal infection, 
trauma, hypovitaminosis, and hypoprotein- 
emia. Very frequently the dermatitis is ag- 
gravated by soap and water or local therapy. 
The first phase of chronic venous insufficiency 
is revealed by cutaneous edema around the 
ankles. Brown deposits of hemosiderin appear. 
The skin becomes thick and pruritic, and the 
patient intensifies the eruption by scratching. 
The eczema may be dry and scaling, or vesicu- 
lar and exudative. Ulceration may occur and 
often involves the areas around the malleoli. 
The ulcer usually has an irregular soft mar- 
gin and may become secondarily infected. 

Treatment must be individualized. If 
edema is present, complete bed rest is indi- 
cated with the affected leg elevated upon two 
pillows. When up, an elastic bandage should 
be applied snugly from the toes to the knee. 
Elevation and elastic bandages may cause or 
intensify pain in arterial insufficiency and 
should be avoided. Protein and vitamins add- 
ed to the diet are helpful in most cases. Soap 
and water are avoided, and soothing oint- 
ments such as 3 per cent ichthammol in zinc 
oxide ointment are applied. Other local med- 
icaments are also used as in neurodermatitis. 
Ulcerations usually fail to heal if the patient 
is ambulatory unless a tight dressing such as 
Elastoplast (Duke) or an Unna boot is used. 
While treating the stasis syndrome the doctor 
may be suddenly surprised by the appearance 
of a generalized, pruritic, eczematoid erup- 
tion. This may be an id and often appears to 
be due to overtreatment. The local treatment 
of an id is similar to that suggested for neuro- 
dermatitis, and its disappearance may be ex- 
pected as the stasis syndrome is brought under 
control. After the dermatitis has cleared, it is 
well to consider remedying the varicosities or 
other possible contributing elements. 


Comment 


Although the momentum in geriatric study 
is increasing, this momentum is not sufficient- 
ly great at present to meet the foreseeable de- 
mand of even the next ten years. Progress in 
geriatrics has not compared favorably with 
that made in other fields of medicine and par- 
ticularly with that made against diseases of 
environmental and infectious origin. 


More successful efforts against cancer and 
diseases of the heart, blood vessels, and kid- 
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neys are necessary if the lives of the elderly 
are to be prolonged. Where else but the skin 
is there a more suitable structure for the study 
of cancer? It has yielded much valuable in- 
formation about the sun rays, x-rays, arsenic, 
tars, and other carcinogens. Similarly much 
has been learned about the cure of cancer, 
since most skin cancers are easily cured if 
treated early and adequately. 


Fortunately, most of the cutaneous prob- 
lems in geriatrics, although common, are not 
too serious and are usually amenable to ap- 
propriate therapy. Nonetheless in all medical 
branches it seems apparent that there must be 
a reorientation of our thinking in the future 
in regard to the increasing importance of 
geriatrics in our hospitals and medical school 
curricula. 


Summary and Conclusions 


Medical science has made notable gains in 
medical care, dietetics, and public sanitation. 
This has resulted in more young people living 
to be old people; yet old people now are not 
living to be much older than they did in 1900. 


Geriatric cutaneous problems are common 
but seldom fatal. The skin offers marvelous 
subject matter for studying the aging process. 
Six of the commonest skin diseases past the 
age of 65 are considered. 


Future developments undoubtedly will de- 
mand tremendously increased hospital facili- 
ties, increased emphasis upon geriatrics in 
the medical school curricula, and expansion 
of research programs to meet the rapidly 
growing geriatric problem. 
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: Geriatric Dermatoses, 


Moderator McCarty: Thank you very much, Dr. 
Noojin. 

The final speaker is Dr. Stephen Weisz, 
one of your own natives here in Dallas, 
who has such an important subject. While 
cardiovascular lesions take folks away from 
here, it is the NP problems which give us the 
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greatest morbidity. Somebody quoted Whist- 
ler, when he saw his mother down scrubbing 
the floor, as saying, “Ma, you’re off your 
rocker.” So are many of these older people. 
Coming from Texas, Dr. Weisz has heard of 
the Texas woman whose husband was writing 
about the merits of Vitamin C. He said, “A 
year ago my wife was the most nervous woman 
in Texas and maybe in the United States. The 


STEPHEN WEISZ, M.D., Dallas, Tex. 


CHANGE IS THE KEYNOTE OF LIFE. Every per- 
son goes through certain stages from birth to 
death. Aging, like death, is part of life. After 
the plateau of maturity there is a phase called 
the involutional period which imperceptibly 
leads in both sexes to that part of life which 
we call aging or senescence. Certain structural 
alterations take place in the brain which de- 
crease the potentialities of the individual and 
increase his liabilities by gradually under- 
mining his powers of adjustment. The adap- 
tive capacity shows a progressive and increas- 
ing narrowing of range with age and, in con- 
sequence, socially the aged becomes more de- 
pendent. 

Therefore, what makes aging a special prob- 
lem is not the physical changes alone but also 
the social factors connected with it, that is, 
the setting in which the aging individual has 
to live. Due to mechanization, older persons 
experience difficulties in finding suitable 
work, because only in a limited number of 
occupations does precision and “know-how” 
outweigh the premium put on speed and 
endurance. 

In addition to such economic considerations 
there has also been a change in the family. 
The modern family is no more an economic 
unit but is characterized chiefly by personal 
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Neuropsychiatric Conditions of 
Interest in the Later Years: 
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people across the street avoided her. Cats and 
dogs ran from her. I couldn’t even sleep in 
the same room with her. Now she eats about 
three crates of these Texas grapefruits every 
month and anybody can sleep with her.” 

Dr. Weisz came over here from Budapest, 
I may say, by way of Berlin and other places, 
so you see that Houston attracts them from 
a long way off, and Dallas, too. 


ties. Based on the compatibility of the spouses 
and their dependent children living with 
them, it does not make provision for older 
people. His family is often scattered. The 
aging person oftentimes feels lonely and many 
times lost and out in the cold. He develops 
a feeling of insecurity. He feels not wanted, 
feels that he is intruding. The man who used 
to command is now dependent. As a corollary 
to this situation, many times he becomes 
touchy, defensive, suspicious and generally a 
self-protective attitude can be noted. It is dif- 
ficult to take the back seat. He may feel use- 
less. Since he has not been taught and has not 
developed any secondary interests or hobbies 
after his retirement he feels idle. He is ex- 
posed to boredom. A feeling of defeat may 
overcome him. Left with enough drive he 
may become restless, dissatisfied and cranky 
with his lot. Oftentimes the aging person be- 
comes self-centered. He loses out with the 
changing times and resists changes. The 
socially difficult or objectionable traits of his 
personality may become accentuated. 


Changes in the Aging 


Objectively, one could say that advancing 
age is characterized by three changes. There 
is a change of memory. There is a narrowing 
of interests. There is a change in responsive- 
ness. The patient is satisfied with the routine 
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and becomes conservative, both of his strength 
and in his views. He experiences difficulties 
to understand and to respond to stimuli 
around him and will become rigid and in- 
flexible. Unavoidably, there is a shift in the 
status of the older person with corresponding 
psychologic effect upon the individual, par- 
ticularly because more and more he has to 
give up his accustomed status and prestige. 
Some people are able to compensate for the 
changes of age. Others are unable to do so 
and reject aging flatly. The search for eternal 
youth and virility may lead him to unwise 
rearrangements of his marital situation or to 
sexual adventures much to the surprise and 
consternation of the rest of the family. The 
lack of emotional security with its alternat- 
ingly defensive and demanding outbursts may 
make the aged a source of irritation or a bur- 
den. He may feel that he is only a source of 
inheritance or may talk of the depravity of 
modern times. As former associates and ac- 
quaintances steadily decrease in number, 
taken by death, the aged person may distort 
physical sensations and develop bodily mis- 
conceptions and somatic delusions. It should 
be emphasized that there is no direct correla- 
tion between changes in the brain of old age 
and the degree of senile manifestations. It is 
not the change in the brain itself but the 
necessity of adjusting with a brain and mind 
of impaired capacity that makes the problem 
of old age. 


Cerebral Changes 


From the point of view of structural 
changes, those seen in the brain associated 
with old age are of two types. Every person 
develops some degree of cerebral arterioscle- 
rosis with age, commonly referred to as the 
hardening of the arteries. This leads to some 
general and also to more circumscribed ef- 
fects. Both are the result of the insufficient 
irrigation of the brain with blood. It is one 
of those strange things of nature that the 
brain and the heart, the two most important 
organs to human life are so made that their 
blood supply does not allow an efficient inter- 
mixing. On the contrary, certain areas receive 
their fuel from certain blood vessels only, 
making this particular part or parts excessively 
vulnerable, since no other part is capable of 
taking over its assigned function. As the heart 
may fail before the rest of the body, so may 
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the brain. People in the early phases of cere. 
bral arteriosclerosis become aware of their 
decreasing efficiency. They notice some for. 
getfulness and, in particular, the recall of 
more recent events becomes difficult. They 
notice an inability to sustain their attention, 
The routine tasks consume all their ayail- 
able energy. They become somewhat slowed 
down, fatigue more readily and have to stop 
for a rest. They may become down in the 
mouth, or outright morose or overly con- 
cerned about trifles. They may show a con- 
cern over bodily functions, enhanced by 
physical manifestations such as _ dizziness, 
slight tremor, headache and a disturbance of 
sleep. If the changes are more circumscribed, 
they may lead to more definite focal and 
especially neurologic signs with or without 
personality changes. 


Two main clinical forms are recognized. 
The first one comprises that large group com- 
monly known as cerebrovascular accidents. 
Vascular occlusions, whether by thrombosis 
or by intracerebral hemorrhage, cause focal 
lesions in the brain and, in particular, they 
lead to the appearance of hemiplegia, the 
preferred and most common location of which 
is the lenticulostriate artery with interrup- 
tion of the pyramidal pathway in the internal 
capsule. The other form manifests itself in 
repeated vascular lesions producing progres 
sive changes in cerebral function. Here we 
are dealing with involvement of smaller ves- 
sels which then, in turn, lead to gradual en- 
feeblement of mind and body. These may 
come on stroke-like, that is, rather suddenly, 
or may make their appearance more gradual- 
ly. If they involve the cortical vessels we note 
varying degrees of minor focal disturbances 
and signs of cerebral irritation, an emotional 
instability, clouding of consciousness, irtit- 
ability, tendency to anger, spells of disorienta- 
tion, and in graver forms, a lack of personal 
care and slovenliness, restlessness, sleepless- 
ness and, eventually, a progressive deteriora- 
tion. This is the characteristic appearance of 
the “psychosis with cerebral arteriosclerosis.” 
In contrast to the senile changes we can 4al- 
ways find neurologic residues referable to the 
repeated insults to the brain. On the other 
hand, if the subcortical vessels are involved 
we encounter the appearance of Parkinsonian 
features or pseudobulbar palsy, that is, dysar- 
thria, dsyphagia and other disturbances re 
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lating to the lower group of cranial nerves 
which, by virtue of their bilateral innerva- 
tion, are not usually affected in a simple 
stroke. Fortunately, people with arterioscle- 
rosis of the brain often remain mentally in- 
terested and alert for a long time. Their con- 
dition fluctuates and at times they feel pretty 
good or worse until more marked mental or 
physical symptoms make their appearance 
emphasizing the progressiveness of the basic 
pathologic changes. 


The other type of change is thought to be 
due to deposits of inert metabolic material 
in the brain, and to primary structural alter- 
ations in the tissue as the result of the wear 
and tear of use, leading to a gradual break- 
down of the machine, that is, of the brain 
itself. These changes are regarded as being 
due to true senility. In contrast to the arte- 
riosclerotic changes, the senile changes often- 
times go unnoticed by the person and are 
more perceptible to people around him. 
Changes in memory stand out. Instead of the 
difficulty of recall, mentioned in arterioscle- 
rosis, now defects in retention dominate the 
picture. This means that new events leave 
no traces behind and the person is living 
without the continuity furnished by memory. 
Since recent events do not remain with them 
senile persons drift back into their youth. 
They do not recognize the new home, the new 
furniture, the new grandchild, the new friends 
and, in consequence, they are easily confused 
and the daily occurrences have to be told and 
retold as they ask and re-ask the same ques- 
tions. While no one escapes these changes if 
he lives long enough, social implications arise 
when the breakdown of the brain precedes 
the general aging of the body, thus creating 
a discrepancy that causes painful situations, 
full of embarrassments and awkwardness. 
They gradually undermine the person and 
lead to what is generally known as senile de- 
terioration. Even in its final degree, it is en- 
tirely within the limits of the relentless pro- 
cess of aging. Accentuation of this process is 
quite common. At night the oldster may be- 
come restless and troublesome because of his 
inability to sleep and he putters around in 
the house. He may even wander away from 
the house and get lost. At times these changes 
are accompanied by mood changes, outbursts 
of temper and generally unreasonable be- 
havior. Many times the necessities of life 
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compel a change of home and moving. This 
seemingly unimportant event may be the start- 
ing point of a more acute disturbance in the 
patient. It is well known that senile difficul- 
ties often show up when there is a change or 
shift in the pattern of life of the patient. He 
may lose his way around in the new home, 
may do foolish things, misuse the rooms and 
suspiciousness may develop to the point that 
he feels that his things are being stolen from 
him and so on. Occasionally, we find that the 
acute form of senile changes takes the form 
of senile delirium with considerable clouding 
of consciousness and hallucinations. Particu- 
lar attention should be called to the fact that 
it is often precipitated by injudicious use of 
drugs for sedation of the senile patient who 
cannot rest at night. Another more disturb- 
ing form is the senile paranoid. The ideas 
are usually fantastic and nihilistic and many 
times show at face value the lack of judgment 
behind them. 


Management 


As far as their management is concerned, 
it should be kept in mind that people need 
company and the company of contemporaries 
is the most satisfactory arrangement. The dif- 
ferences present if several generations live to- 
gether with their variant demands and needs 
are a potential source of trouble. It is agreed 
that the older person is best taken care of in 
his usual and customary surrounding. When 
events lead to the necessity of recommending 
it, great tact is needed to convince a family 
that the aging person is better off if he is 
placed in a home where he is in the company 
of his own age group. 

Placement in a home or institution is 
looked upon by many people as a sign of 
incompetence or guilt, instead of the simple 
admission that there is a limit of what can 
be done in a home and that there are arrange- 
ments better fitted to the needs of the aged 
than those which a home can furnish. Cus- 
todial care is recommended when it is im- 
possible to care for the aged without serious 
threat to the integrity of the family and 
danger to the aged. If medication is used one 
should avoid, in particular, the barbiturates 
which tend to have an upsetting influence 
upon many patients. Many new drugs are 
available. Electroshock may be tried to con- 
trol disturbed behavior. To make matters 
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worse the structural infirmities of the brain 
caused by arteriosclerosis and senility are un- 
fortunately often combined. It must be re- 
gretfully admitted that such persons are 
through as far as their productiveness and 
their ability to adjust is concerned. They may 
continue to exist for years but they have to 
be taken care of and their needs have to be 
supplied. The tragedy becomes quite obvious 
when the mental infirmity is of a degree to 
which, rightly, the designation of second 
childhood or second infancy has to be applied. 

While medical science is at work to control 
the rate of aging and to delay the onset of 
true senility, this is only one aspect of the 
total situation. The other facet is of equal 
importance. Since our society is more and 
more becoming that of aging people, a sensible 
program for old people should be developed 
and interest in the problems of aging aroused. 
Although aging in its essence is a progressive 
and relentless process, there is a tremendous 
gradation between its well-nigh imperceptible 
onset and its end point. Depending upon the 
rate of progression there is much room left 
for individual differences and variations. It 
is wrong to fix our gaze at the end point. We 
should rather realize that the forces of na- 


Panel 


Now, if the panel members will bring 
chairs and come up here immediately, we will 
go right along with this panel session as 
rapidly as we can. 

We will start right in here and distribute 
questions to the various men on the panel, as 
long as you have patience and time. Some of 
these are interesting and call forth points not 
discussed already. Very obviously; others have 
been covered. 

We will start with our chief guest speaker 
here, Dr. Henderson, because we have some 
rather generalized questions. The first ques- 
tion here is one which I am sure you can an- 
swer, although it is not simple. 

Question: What training should a phy- 
sician have before practicing geriatrics? 

Dr. Henderson: There is no special type 


of training available in medical schools to- 
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ture, although propelling us in a definite 
direction, are subject to modification with 
growing knowledge. The assets and the skills 
of the individual should be cultivated to 
cushion him against the hazards of retire. 
ment. More leisure and a controlled and 
planned activity with emphasis on routine, 
and the reintegration of older members into 
the family would help to avoid many of the 
pitfalls and difficulties encountered today. 
Old persons should be made to feel that they 
are still useful and wanted. Interests and 
hobbies should be emphasized at this age and 
work should be scaled to capacity to perform. 
Formation of groups or clubs where the older 
person can enjoy the company of and share 
experiences with his contemporaries should 
be encouraged. Pressure in any form should 
be avoided. Idiosyncrasies should be respected 
as much as practicable. Since today depends 
on yesterday, one should remember that the 
aged one was once as young as we are today, 
and that everyone, including us, will grow 
old. 


Moderator McCarty: Thank you very much, Dr. 
Weisz. That was a fine presentation. The audience 
keeping as quiet as they did, showed they appreci- 
ated it, too. 


Session 


day. The only medical college I know of 
having such a division is Washington Uni- 
versity in St. Louis. The subject has become 
a problem during the past twenty-five years, 
and is getting greater every day, as you know. 
We are trying to correct that in the medical 
curriculum, but so far there is no special 
course I know of except to take advantage of 
the postgraduate courses in geriatric medicine 
which are given each year. 

Moderator McCarty: May we stay with 
you just a moment or two, since you are there 
at the microphone. 

Question: What is the possibility of te- 
ligious groups providing homes for the aged? 

Dr. Henderson: That is being done. I was 
amazed when I wrote just a week or two ago 
to the U. S. Department of Health, to ask for 
a list of all available facilities for taking care 
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of old people, both hospital and home, and 
learned no such thing exists. They are too 
busy in Washington spending millions of 
dollars to feed the Greeks and the Armen- 
ians. We have no national record today in 
this country of how many homes there are, 
where they are, or who operates them. 

Moderator McCarty: Well, that takes in 
this next question. 


Question: Do you know of any locality 
where nursing homes are available at rates 
about equal to Social Security and/or old age 
assistance benefits? 


Dr. Henderson: We certainly haven’t been 
able to get that information. There is one 
point, however, I would like to make before 
I leave the microphone, and that is this,— 
Harvey Lehman wrote a book called “Age and 
Achievement.” He is a Harvard man, and 
being from Yale, I was going to challenge 
him anyway. He made the statement that the 
greatest achievements of mankind were made 
by young people before the age of thirty, and 
he went on to substantiate that with statistics, 
—as most statisticians are inclined to do. But 
he entirely overlooked a great many facts. For 
example, we all know that Shelley and Byron 
and Keats did wonderful work before they 
reached age 30, but we know also that they 
died before they were 35. Who knows what 
Lord Byron might have done had he lived to 
70 or 80. Who knows what sonata Chopin 
may have written had he lived? 

So we investigated this, and we found that 
the facts are quite different from those as re- 
ported by Lehman. More than 40 per cent of 
all the achievements of mankind by both men 
and women, in the artistic world, the scientific 
world, architecture and the arts, music, and 
so forth, were achieved by men and women 
between the ages of 50 and 60; more than 27 
per cent of all the greatest achievements in 
the world were achieved by men and women 
between 60 and 70, and, believe it or not, 12 
per cent are achieved after the age of 70. This 
includes all of the great contributions to the 
welfare of mankind and to the happiness and 
beauty of the world. 


So if I may, let me leave one last plea with 
you: Let’s not allow these old gaffers to die. 
Let's keep them alive and useful, for, indeed, 
they are useful. 


Moderator McCarty: That is a fine obser- 
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vation, and I know we appeciate it. Dr. John- 
son has asked to come in on this nursing home 
business. 

Dr. Johnson: Since I am a Baptist of 
North Carolina, may I say that we have had 
for several years a Home for the Aged. It has 
to be enlarged in the near future to accommo- 
date more patients than we have now. 


Moderator McCarty: Thank you for that 
comment. If there are any other comments 
here, we will even take them from the floor; 
if anybody has anything very pertinent to say, 
hop up. 

While you are thinking of other things, 
let’s slip up here to Tom Spies whom you 
know we are going to get after for diets and 
vitamins. I do not believe Tom has any vita- 
mins up his sleeve that will put us in rompers 
again, but this question says: 

Question: What vitamins and food sup- 
plements are necessary for the aging patients? 


Dr. Spies: I think all of them are neces- 
sary to cell life, and that is really what a vita- 
min is. My idea of how to use vitamins and 
nutrition would be to see that older people 
never have a deficiency of these particular 
things. 

I do net care how good these homes for the 
aged are, they are, in my opinion, not as 
good as having these people in their own 
homes and working. I think the greatest 
thing, really, that is needed is the type of 
research that is going to find ways of preven- 
tion. We know many things happen to older 
people. If you will give them vitamins they 
can cure themselves, not that the vitamins can 
do it, but we see lesions where a person can- 
not heal himself without them. 


So I hold no thesis for turning them back 
to the romper stage, in fact, we are for big- 
ger and better vitamins. 


Moderator McCarty: Stay on your feet 
there a minute, Tom, and say what you think 
about the caloric intake that is desirable for 
folks over 60. 


Dr. Spies: I think it depends on size. I 
spent my life professionally studying malnu- 
trition. I never recommended it and have 
never practiced it. I do not think malnutrition 
is a treatment for anything except maybe a 
failing heart and you wanted to live a little 
longer, because a person’s heart wouldn’t have 
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as much to do. We can produce out of the 
same strain of rats, miniature rats with ab- 
solutely no energy, and that sort of thing, and 
those rats will live much longer than their 
brothers and sisters, but I do not think that 
is what we are talking about here, exactly, 
longevity. We are talking about a full and 
complete life, and I think to do that a person 
has to balance the amount of sleep, the 
amount of energy he has, and his own absorp- 
tion apparatus. Some people do not absorb 
very well, and they have to have more. I am 
for people having more when they need it, 
but I do not recommend obesity. 

Moderator McCarty: Would you or Dr. 
Henderson try to help Dr. Brewer, of Hous- 
ton, with this question. 

Question: Is it true that fish show no 
sign of aging and continue to grow as long as 
they are protected from starvation and those 
that would try to eat them up? 

Dr. Spies: I do not know anything about 
that except I would be interested to hear what 
Dr. Henderson has to say about it. But I can 
tell you one thing, the fish that I have 
watched out in the ocean, do not have any 
WPA project, but you let one of them slow up 
and someone gets him. I have watched that a 
great deal, I think they have to remain active 
and be quick or they do not live. 

Moderator McCarty: That’s like in New 
York. There are only two classes: the quick 
and the dead. 


Dr. Henderson: Well, I’m no piscatologist, 
and I do not know for sure about this, but I 
do remember that in the pool in the garden 
at Versailles, they have today some of the carp, 
you know, the goldfish is a species of carp, 
that were put there by Louis XIV, so I do 
know if the fish are protected, at least the 
carp, they can live for an indefinite period of 
time. 

Moderator McCarty: You are a great 
group. One of you brags he is a Baptist, and 
the other says he is not a piscatologist. I think 
we will ask Dr. Moore, going down the line, 
the next few questions we have for him. 

Question: What cancer detection test 


would you recommend in the geriatric patient 
undergoing a checkup? And the second part 
(you can think of the first while we read the 
second) how frequently should the person 
over sixty have a periodic examination? (I 
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suppose that has particular refereiace to can. 
cer.) 

Dr. Oliver S. Moore, New York, N. Y.: | 
think we should check for the kind of cancer 
we can see,—that means the skin, the mouth, 
and the kind that we can feel, the breast and 
cervix, and external genitalia. 

I think that periodic chest films are worth- 
while. I doubt very much the wisdom of 
screening the entire population every six 
months or so, in order to detect an occasional 
gastric cancer. This is not economically feasi- 
ble or worthwhile. 

I think the most important thing, and one 
of the things that Dr. Johnson was speaking 
to me about, is observation, and it is very im- 
portant. I think the doctors who examine 
these patients, (feels and looks wherever he 
can and tries to do it as completely as he can) 
with his eyes open; is the most competent at 
cancer detection. 

Moderator McCarty: I think the ques- 
tioner meant “Pap” smears and things like 
that, don’t you, Dr. Moore? 

Dr. Moore: Frankly, I think the Papa- 
nicolaou smears are a very valuable thing and 
a very interesting thing. As Papanicolaou told 
me, he has been working about twenty-five 
or thirty years to be able to identify cancer 
cells, and he is perfectly amazed at some of 
these technicians who can do it after a week's 
training. Most of the cancer of the cervix that 
I have seen and that I hear people talk about 
are the ones that you can see with your eyes 
perfectly well. The “Pap” smear is perfectly 
all right, although it is an awkward procedure 
and it is not the answer to cancer. 

Moderator McCarty: How frequently do 
you think these people should be examined? 
Did you answer that? 

Dr. Moore: In my opinion the thing in 
the care of the aged patient is a doctor who 
has been conscientious and who has a base 
line on the patient. One who can tell us 
something about the electrocardiogram, what 
the lung picture looks like, what are the func- 
tioning levels of metabolism in this person. | 
think we all owe it to ourselves, as a matter of 
fact, to establish a base line occasionally. 

If you have not read it, you should try to 
find what I think is a very pertinent and in 
teresting article taken from Punch Magazine, 
and offered in the J.A.M.A., about the doctor 
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taking care of himself. He gets sick and his 
wife insists that he finally call somebody. He 
calls his competitor in and he says, “Hi, Joe, 
what is the matter with me?” 

He says, “Gee, I don’t know. Something 
awful. It looks like methemoglobinuria, or 
something.” 

The doctor patient answers, “Well, thanks 
for dropping in. See you later.” 

And that’s about it. I think that is the way 
most of us take care of our own health prob- 
lems. I think the doctor should go and see his 
physician a little more often than he does. 
Does that answer that at all? 


Moderator McCarty: Yes, that helps a lot. 
Dr. Henderson, I think we might go back to 
you. Will you differentiate between geron- 
tology and geriatrics? 

Dr. Henderson: Well, I am somewhat of 
a philologist, but I am not a piscatologist. The 
word “geriatrics” was coined in 1914 from the 
Greek. Actually, it is a misnomer. It means 
treatment of the old man, “geron” meaning 
old man and “atric” meaning the treat- 
ment or therapy of. We like to think that 
ladies belong in this, too. “Geriatrics” simply 
is the clinical phase of the study and treat- 
ment of old age and “gerontology” means the 
over-all inclusive study of aging and its prob- 
lems, including the sociologic as well as the 
clinical. 


Moderator McCarty: This reminds me of 
the old fight on the pediatricians. Many phy- 
sicians used to say that the pediatrician was 
unnecessary—there was no use for him at all. 
Now we know they are a thriving outfit and 
the geriatrician will be there by and by, too. 
A question here: At what age should the 
geriatrician take over? This question reminds 
me of the pediatrician who was asked, “At 
what age do you stop taking care of these chil- 
dren?” He said, “When they bear young.” In 
this way he had another patient ready when 
he lost one. I think 14 is supposed to be the 
age when most pediatricians turn loose their 
“young.” Dr. Henderson, at what age would 
you say a person should come under the care 
of a geriatrician? 

Dr. Henderson: Well, in China, as you 
know, the baby is already one year old when 
it is born. I showed some slides this afternoon 
which indicate very definitely that the aging 
process begins at about midlife. I know that 


PANEL SESSION 247 


it is impossible to get anyone tu listen very 
long and to act upon advice concerning pro- 
phylaxis. They won’t go to the doctor unless 
something is wrong with them, and frequently 
they won’t go even when something is wrong 
with them. For example, I had a minister, 
and, he wasn’t a Baptist this time, who 
brought his son in. This boy was 23 years old 
and was a student at the Harvard Law School. 

In examining him, the physician at the 
Harvard Law School found that he was a 
cryptorchid. His testes had never descended, 
and here the father was bringing this boy in 
to me at that age. Well, of course, if he had 
seen a good urologist, like Dr. Williams, that 
would never have happened. But here he was, 
a cryptorchid now. Can you imagine a thing 
like that happening? 

Moderator McCarty: This next one sort 
of falls between Dr. Johnson here and Dr. 
Moore, too. 

Question: What are the indications for 
cardiac surgery in the field of geriatrics? 

Dr. Moore: I do not know and I doubt 
very much if anyone else does yet. I happen to 
know Dr. Sam Thompson quite well and he 
is very interested in putting talc in the peri- 
cardium, for example, and various other ways 
of producing, or hoping to produce, at least 
an increased blood supply in the musculature 
of the heart. He thinks now it is safe. 


Very wonderful work in cardiac surgery has 
come right out of Houston here at the Baylor 
Clinic. The kind of surgery that is worth- 
while depends upon the people who are doing 
it and the place where they are doing it, the 
kind of set-up, the experience, and how it can 
be handled. I am sure there are places with 
highly developed technics, with highly skilled 
teams, such as have been developed here in 
Houston, where operations can be carried out 
with a reasonable degree of safety which 
would be little short of murder in the hands 
of others in other institutions where there is 
not the trained personnel, and so on, to take 
care of them. I think it is hard to generalize 
on what it can bring. I personally think there 
is a great deal to be achieved and maybe is 
achieved in this field. I know Dr. Thompson 
is very enthusiastic about his own experience 
with increasing the coronary efficiency of the 
heart in his aged patients. I think it will take 
us just a little time to be sure. It can be safe 


1957 

can- 

ncer 
uth, 
and 
orth- 
1 of 

six 
onal 
easi- 

one 
king 
nine 
r he 

can) 
it at 
jues- 

like 
‘apa- 

and 

told 
-five 

ncer 
e of 
eek’s 

that 
bout 

eyes 
ectly 
dure 
) do 
ned? 
g in 

who 
base 

us 
what 
unc- 
yn. I 
er of 
to 
1 in- 
zine, i 
| 


248 SOUTHERN MEDICAL JOURNAL 


in some places, but it can be terribly danger- 
ous in other institutions. 

Moderator McCarty: Dr. Johnson, I do 
not believe Dr. Moore can help you with 
these. 

Question: Do you consider pronestyl dan- 
gerous for the aging? 

Dr. Johnson: I do not know, but from my 
little experience with it, I do not think it is. 

Moderator McCarty: Not more so than in 
younger people, I presume you mean. This is 
a good one for you, Dr. Johnson. 

Question: What is the best and the safest 
diuretic in the elderly and also which hyper- 
tensive drug? 

Dr. Johnson: Probably reserpine is the 
safest hypertensive drug. 

Moderator McCarty: What about diuretics 
by mouth or by hypodermic. Do you approve 
of them? Are some better and less dangerous 
than others? 

Dr. Johnson: By mouth, Diamox tablets, 
without taking too much. I had a patient the 
other day who came there in the last stages 
of pyelonephritis. The prescription read “one 
a day,” and she took one four or five times a 
day. It irritated the kidneys. 

Moderator McCarty: I guess the question 
about the best diuretics can be answered by 
stepping out the door to the various exhibi- 
tors. Each will tell you his is best. I think the 
next question about stroke you have an- 
swered. This question is along the lines that 
you spoke, Dr. Johnson, outlining your care 
of the patient with the little stroke and the 
one with the larger cerebral vascular acci- 
dent. You spoke on that subject a while ago 
and you covered that all right. 

Let’s get over to Dr. Knudson for a little 
bit. 

Question: Please comment on speech ther- 
apy after a stroke. 

Dr. Knudson: We utilize speech therapy 
quite extensively for hemiplegics, those who 
have had a cerebral accident. Again it de- 
pends on the individual. Of course, in this 
day and age when there are so many hospitals 
and rehabilitation centers that are looking 
for personnel many times there are none 
available. In that event we utilize other per- 
sonnel who have some experience and who 
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can help the patient to establish recom. 
munication with those about him. 


Lack of speech is a very sore spot in the re. 
habilitation of any individual. Speech therapy 
should be utilized and, of course, professional 
and trained personnel if available. Of course, 
patients having had a minor stroke will not 
need it, but in most of the severe cases, as you 
know, they do need speech therapy. 

Moderator McCarty: The next one is a 
dandy for sure. 


Question: What is the best hearing aid 
available? 
Dr. Knudson: I really couldn’t answer that 


question. We utilized several various hearing 
aids in the Veterans Administration. We have 
a research center in New York in our Re. 
gional Office in which we are testing and ex- 
perimenting with various types. Actually, it is 
left up to the individual physician and, of 
course, the audiologist with whom he works 
in the audiology clinic. I want to be perfectly 
fair and I would not want to go on record as 
recommending one above the other. 

Moderator McCarty: Now we will pass 
along to Dr. Williams for just a minute—with 
a “triple threat” question. 

Question: (1) Is there any satisfactory 
medical or surgical help for the older person 
with mild incontinence of bladder (such as, 
following sneezing, coughing, and so forth)? 
(2) How can one conquer a disturbing noc- 
turia? (3) Outline the care of repeated or per- 
sistent cystitis. 

Is that a pretty heavy triad, Dr. Williams? 

Dr. Williams: Well, I think that prob- 
ably it would take at least a two-volume pub- 
lication to take care of that question. 

The first question, I believe, was one of in- 
continence. We feel we can do quite a bit to 
relieve stress incontinence, particularly in 
women when it is not actually neurogenic or 
due to sphincter damage. I think Dr. Moore, 
in his area, would have one of the groups 
such as Marshall and Marchetti, who have 
developed a very simple operation, do 4 
suprapubic operation which gives a high per- 
centage of complete relief in selected cases. 

Now, this other question about nocturia— 
nocturia is like a headache, I think. There 
are probably a thousand causes of nocturia 
and I think it would take the rest of the after- 
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noon for me to cover that. I am afraid I am 
going to have to answer the third part in the 
same way by saying, frankly, I do not believe 
there is any primary cystitis. It is all secondary 
to either some disease in the upper urinary 
tract, or in the lower urinary tract, distal to 
the bladder itself. That would, again, cover a 
good sized volume. 

Moderator McCarty: Well, if you are not 
tired, will you answer this because it has been 
asked three times. 


Question: Discuss the indications for pros- 
tatectomy versus transurethral resection. 

Dr. Williams: I think the indications are 
exactly the same, varying with the operator. 
In our own office and in our practice, we do 
not feel that we are capable enough to resect, 
or to tackle a gland weighing 200 grams by 
transurethral resection. In those large glands, 
we invariably use an open technic. I think 
you have got to pick your operator, as to what 
the advantage would be. I do not think there 
are any advantages, with one possible excep- 
tion. In any open technic the operation must 
be carried to completion. In a transurethral 
resection it is possible to stop at any time 
within reason during the procedure. If the pa- 
tient goes bad, or you try simply to do a short- 
term palliative procedure, in which you give 
him relief of acute obstruction you are willing 
to take the chances of recurrence of symp- 
toms on the basis of further increase in the 
size of the adenoma. 

Moderator McCarty: A variation of that 
is in these two questions. 

Question: How much safer is prostatic 
resection than prostatectomy? After resection, 
how long does the patient expect the opera- 
tion to be beneficial? 

Dr. Williams: Was that word prostatic 
resection or transurethral resection? 

Moderator McCarty: It says “prostatic re- 
section.” 


Dr. Williams: I do not think there is any 
danger in the open procedure. Now on that 
last question, I feel,—where he asks how long 
can you expect relief,—it probably was desig- 
nated for transurethral resection. We hear 
this question often from the patient, and 
very often from the referring doctor, and it 
is based on the fact that there has been in the 
past a high recurrence of symptoms of ob- 
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struction of the prostate following trans- 
urethral resection. This is not because of any 
difference in the result that you might get 
from open surgery, but because it was an in- 
adequate resection to start with. In any pros- 
tatic surgery, the goal is the complete removal 
of the adenomatous portion of the gland. 
That can be done by transurethral as well as 
by open surgery, but it is definitely more dif- 
ficult to master the technic. 
Moderator McCarty: Thank you, sir. 


The questions now are for Dr. Noojin. He 
really has covered this pretty well in his ad- 
dress. 

Question: Discuss the medical manage- 
ment of idiopathic pruritus in geriatric pa- 
tients. 

I know you had a whole paper on that, on 
the Dermatologic Section and I recall you 
talked about it today. I don’t know whether 
you want to add anything more to it. 

Dr. Noojin: I think the important point in 
a patient who has generalized itching (whether 
he is an old person or otherwise) is not to over- 
look the fact that this may be a cutaneous 
manifestation of something that is going on 
clinically that may be quite serious. For ex- 
ample, we have seen patients with Hodgkin’s 
disease in whom the first symptom they com- 
plained of was generalized itching. Therefore 
if the etiology of the pruritus is not obvious, 
certainly these persons deserve an adequate 
clinical survey. 

Moderator McCarty: Whose problem is a 
sore tongue—the dermatologist, the dentist, 
the ear-nose-and-throat man, the internist, or 
the gastroenterologist? Or all of them? 

Dr. Noojin: Usually the man who gets the 
first inquiry about it. 

Moderator McCarty: I won’t send you 
mine then until I treat them awhile myself as 
an internist. 

Question: Is there anything the general 
practitioner could or should do about senile 
keratosis? 


Dr. Noojin: Well, since these lesions are 
premalignant, if they definitely appear to be 
senile keratoses, they should be removed. 

Moderator McCarty: Getting over to Dr. 
Weisz, I think this question is from a wag 
with his tongue in his cheek. He says: Com- 
ment on the old folks in a home and the 
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mother-in-law problem after sixty. And the 
next part of it is: What is the present status of 
euthanasia? 

It seems to me this question is looking for 
some personal help. Doctor, would you try 
to answer that? 

Dr. Weisz: I would like to say, about the 
first question, if there is a mother-in-law, 
there is also a son-in-law, and both people 
have to be considered and both people’s feel- 
ings have to be considered. It is not always the 
mother-in-law, although popularly that is the 
conjecture, but rather intolerance on their 
part, too. 

As far as euthanasia is concerned, I think 
there is a law, I don’t want to quote religion, 
because we all have our opinions, and it is not 
up to us to decide. 

Moderator McCarty: Dr. Weisz, would you 
like to answer another? 

Question: What is the best age to recom- 
mend retirement? 

Dr. Weisz: I don’t believe there is a fixed 
limit for retirement, particularly depending 
on the type of work. If a person is doing pre- 
cision work, skilled work, many times he can 
work much longer than someone who has to 
do heavy, physical labor. There again, I be- 
lieve individual decisions have to be made. 

Moderator McCarty: The next question 
Dr. Weisz: What do you consider to be the 
best drug for the older depressed patient? 

This reminds me of the old woman who 
went to see the psychiatrist. She said, “You 
must see a lot of people who are depressed, 
do you not?” 

He said, “Yes, I do.” 


“Do you see a lot who get depressed 
enough to want to commit suicide?” 

“Yes, I do.” 

“Do many of your patients commit suicide?” 

“Well, I guess more than other types of doc- 
tors.” 

“With all that experience,” she said, “if you 


were going to commit suicide, what would you 
do?” 


He said, “I wouldn’t take an overdose of 
sedatives, or I wouldn’t cut my wrist, and I 
wouldn’t drink some iodine and have to go 
to the hospital and be embarrassed by waking 
up again. I would just take a “45,” put it 
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under my left breast and I would puil the 
trigger.” 


She went home and did that and shot off 
her kneecap. 

The other part to this question reads, “Dis. 
cuss the use of Miltown, Equanil, Thorazine 
and the amphetamines.” 

Dr. Weisz: The first two are identical 
drugs as far as their chemistry is concerned, 
Thorazine is a very good drug and can be 
used rather safely. Equanil can be tolerated 
fairly well by older people and the quickest 
and best results are obtained with a combina- 
tion of the two, Thorazine plus Equanil. 

Occasionally, some people suffer a drop in 
blood pressure and faint, therefore it is neces. 
sary to have the patient lying down as you 
slowly administer the drug. The drug is very 
powerful but can be given in doses of 100 
milligrams, four times a day. 

Amphetamines, in spite of what has been 
said, have been rather disappointing. If one 
does not use the stated or required amount, 
the results are not encouraging. If one uses 
them in larger doses the patients complain. 
Benzedrine, on the other hand, is a good drug 
if it is combined with a contrasting one, such 
as Thorazine. 

Question: 
past sixty? 

Would you like to get back into that, Dr. 
Henderson? 

Dr. Henderson: We have spent a good 
deal of time during the last decade try- 
ing to solve that, or trying to learn more 
about it. I would say we are not in position 
today to give the final answer. At Washing- 
ton University, in St. Louis, Drs. Kountz and 
Masters, and their group, gave injections of 
estrogen twice weekly to a group of old ladies 
over a period of eight years and the results 
were really quite astounding. They looked 
better, they felt better, so much so that many 
of them went back home. Some of these dear 
old ladies had been sent there by their daugh- 
ters or daughters-in-law because they got to be 
a nuisance around the home. They were 
querulous, interfered, and were a nuisance in 
general. Under the influence of this hormone 
therapy, they became energetic, they had a 
new lease on life, and they calmed down, 
were mentally more alert. About six, I think, 
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of the original twenty-eight, were lost to the 
study because when the daughter came to 
visit mamma, she said, “Oh, she is so much 
better, doctor, I am just not going to leave 
her here.” 

Now that did not prove very much of any- 
thing and we are still continuing to look for 
the answer. As to whether we should get 
hormones along with vitamins, it seems rea- 
sonable that we should, because the cellular 
metabolism needs some kind of help. Per- 
haps in another year or so, we may have an 
answer. Right now I have to say I think it is 
worth trying. 

Dr. Weisz: I would like, if I may, to inject 
another sentence into Dr. Henderson’s re- 
marks. Our experience was not quite the 
same. We have given large amounts of hor- 
mones to women suffering with melancholia 
to the point sometimes that we had bleeding. 
So there is no question about it, from the 
smears and everything else, that we had to cut 
it out. The psychiatric condition had not 
changed. 

Moderator McCarty: Thank you, sir. 

Did you want to say something, Dr. Moore? 

Dr. Moore: I just want to comment about 
the use of hormones in the aged. It has been 
observed by many workers that the estrogen 
type of drug particularly can produce changes 
in the epithelium of the mouth. We were in- 
terested particularly on what effect this would 
have on the oral membranes of the aged pa- 
tients. We made a study and got three ladies 
above 75 with cancers in about six months. 
Personally, I think the lingual type of estro- 
gens, in our experience, is something that 
may really raise the hair of the doctor who 
is going to take care of any group. 

Moderator McCarty: Thank you, sir. 


Dr. Williams, do you have anything to say 
on this subject? Then let me return to one 
that probably Dr. Moore and Dr. Johnson 
could divide between them. 

Question: What constitutes a normal risk 
in geriatric surgery? 

(I think it means, would you operate on 
patients when they are over sixty the same as 
you would the young if they were in pretty 
good shape, generally?) 

Dr. Moore: I certainly would. 
Moderator McCarty: I think the Air Corps 
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people have a saying that anything that can 
be transported safely by any other method can 
now be transported by air. Of course, if they 
cannot be transported other ways, why, they 
shouldn’t try it by air. Certainly, if patients 
are in pretty good shape generally though 
they are over sixty, they can undergo surgery 
safely as the younger group. 

Dr. Moore: The simplest test I know of is 
for the surgeon to find out whether they can 
climb a flight of steps. If they can, then they 
can risk that surgery. It is very simple and it 
works out very well. 

The other thing that I think some of us 
have overlooked is a person who can live to a 
very ripe age is often pretty tough. We have 
operated on patients as old as 96. There is 
something in their fiber that can resist a lot 
of toil, strife, and wear and tear, and they 
should be given credit for it. 

Moderator McCarty: The other question 
is on digitalization. What are the indications 
for digitalization in the older patient? I as- 
sume that it is roughly what it is in the 
younger patient, don’t you, or what is your 
comment, Dr. Johnson? 

Dr. Johnson: Digitalization is suggested in 
failure, shortness of breath, where the ankles 
swell, or to liberate a possible pathogenesis. 


Moderator McCarty: All right, thank you, 
sir. Now, back to Dr. Weisz again. I think we 
have three questions here that would be inter- 
esting to all of us and I am sure he can give 
us some of the answers. 


Question: Does electric stimulation ther- 
apy have a place in the geriatric patient? Or 
is it significantly more dangerous after sixty? 

Dr. Weisz: I mentioned in the paper that 
we use electric shock treatment, or electric 
stimulation, which is a variation of it, with 
great success. The danger and hazard of elec- 
tric shock have been reduced considerably, and 
for that reason can be safely administered to 
many people who even as short a time as one 
or two years ago were not considered good 
risks. The most important element is the frac- 
ture of the long bones which in general is 
eliminated by the use of Anectine, and 
similar drugs, and then with the premedica- 
tion of atropine, the hazards of shock treat- 
ment have been reduced many times, so 
that we have given electric shock treatment 
to patients who have had a stroke, attack, or 
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several attacks, when their mental condition 
made it necessary. Of course, it is up to the 
psychiatrist to decide whether the patient 
eventually is going to improve anyhow. Every 
patient is a calculated risk. 

Moderator McCarty: Can you say whether 
or not you think it is much more dangerous 
after sixty? 

Dr. Weisz: I do not think that age itself is 
an important factor. As has been pointed out 
in the other specialties, age itself is less im- 
portant than the general condition of the 
patient. 

Moderator McCarty: What do you con- 
sider the best treatment for paralysis agitans? 
Is there any accepted surgical care for this con- 
dition? 

Dr. Weisz: The medical treatment varies 
a good deal, and the drugs fall into several 
categories. Most of the drugs are atropine 
derivatives or the synthetic drugs that simu- 
late atropine. The other group which recently 
have been tried with considerable success are 
Thorazine and reserpine. As far as surgery is 
concerned, not enough has been done to give 
a definite answer. 


Moderator McCarty: Would you answer 
just one more? 


Question: 


What legal steps are necessary 
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to declare an elderly patient unsound and not 
legally responsible? Should the doctor sign 
legal papers as a witness? 

Dr. Weisz: The commitment procedure of 
declaring a patient of unsound mind varies 
from state to state. Generally speaking, there 
are two steps which we can take. One would 
be to declare the person incompetent of carry- 
ing on his business matters and having a re. 
ceiver appointed who acts for him. The other 
method is to commit the patient as mentally 
ill. That is a different procedure and, as you 
know, varies from state to state. So these two 
questions have to be considered separately. It 
does not mean that the receivership or the 
guardianship would be preferable as a pro- 
cedure because it has to be shown that the pa- 
tient is not capable of handling his own busi- 
ness matters. 

As for our part, the physician signing legal 
papers, I believe the family doctor is welcome 
to do it and should do it unless he has some 
particular reason to fear that he may antag- 
onize and lose the friendship of other mem- 
bers of the family. 

Moderator McCarty: I want to thank the 
audience for waiting, and I thank the Panel 
for their patience and for serving on the 
panel. 
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The General Practitioner and Neuro- 
psychiatrist as a I eam* 


E. 8. McLARTY, M.D.,t Galveston, Tex. 


BEFORE BEGINNING THIS TREATISE of the gen- 
eral practitioner and neuropsychiatrist as a 
team, I wish to state that I recognize the 
fact that your Section is composed of neurol- 
ogists, psychiatrists and neurosurgeons. 
Being a member of the Council on Education 
of the American Academy of General Prac- 
tice, 1 am directing this paper in great part 
to the psychiatrists and speaking for post- 
graduate education. 


I want to thank the teachers who are mem- 
bers of your Section for the beautiful job of 
teaching psychiatric alertness to our current 
graduating classes. These men will ultimately 
make our work easier in properly fulfilling 
their duties as county health officers and in 
caring for their private patients. 


Approximately two years ago Governor 
Shivers of Texas, in addressing the Legisla- 
ture made this statement, ““Texas—the proud 
Lone Star State—ranks first in oil; forty- 
eighth in mental hospitals; first in cotton; 
worst in tuberculosis; first in goat raising; 
last in caring for its state wards.” 


We have a population in Texas of approxi- 
mately 8,000,000 and have at the present only 
15 hospitals devoted to mental illness; while 
one-fourth of the 254 counties in our state 
have no charity money for treatment of the 
poor. 

If it is true that the general practitioner is 
the first line of medical defense, and if it is 
further true that the majority of hospital beds 
are occupied by the mentally ill, why should 
not the general practitioner and neuropsy- 
chiatrists form a team? Or for that matter, 
why should not all segments of organized 
medicine work as such? 


I note with interest the Texas Neuropsy- 
chiatric Society has a membership of approxi- 
mately 180; the Texas Academy of General 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, poser Ninth Annual Meeting, 
_ November 14-17, 1955. 


{Director, Preceptor Program, University of Texas Medical 
Branch, Galveston, Tex. 


Practice has a membership of slightly in ex- 
cess of 1,400. A specified number of hours of 
postgraduate education is required for con- 
tinued membership in our Academy. A large 
per cent of your membership is engaged in 
teaching. In Texas the Academy of General 
Practice is working jointly with the University 
of Texas Medical Branch in Galveston in con- 
ducting the preceptor program for the senior 
medical students. This joint interest in edu- 
cation also helps make us a team. 

Since we are family counselors and treat 
an acknowledged 85 per cent of the patient 
load in physical ailments, what should our 
relationship be? Co-ordination between us 
certainly promotes postgraduate education. 
This relationship is bilateral and advanta- 
geous to both groups. 

The general practitioners of my community 
are most fortunate in enjoying a very close 
relationship with the local members of your 
Section. Such relationship makes for practical 
postgraduate education. 


A step was taken in this State to put the 
family physician on the first string team. It 
has been the custom of the Texas Neuropsy- 
chiatric Association to furnish inspection 
teams for the various State psychiatric hos- 
pitals. The psychiatrists would visit each hos- 
pital for an evaluation of its effectiveness, re- 
porting directly to the State Hospital Board. 
The committee on mental health of the Texas 
Medical Association recognized that ques- 
tions of general medical care, nourishment 
and physical disease could best be evaluated 
by a person in general practice. Therefore the 
Texas Academy of General Practice was 
asked to assign a member to each one of the 
teams inspecting the facilities. 

Regardless of the specialty or specialists in- 
volved in the treatment of a patient, the fam- 
ily and/or patient comes back to talk to us. 
Actually, they question treatment at times 
when we have sent them to a specialist. It is 
our duty to prepare them for surgery, shock 
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treatment or whatever seems necessary. You 
may think you know the final decision in 
your cases, but the final touches will of neces- 
sity be put on, and possibly be changed a bit, 
by the family physician. We admit that we 
may at times change the method of approach 
and actual management of certain cases; we 
do this due to our long association with the 
family as a whole and knowledge of the re- 
action of the various members of the family. 

It is now generally conceded that modern 
medicine demands a psychiatric alertness on 
the part of the physician, regardless of his 
field of practice. Examples are the obstet- 
rical patient with postpartum psychosis, the 
“nervous rashes,” the functional dyspepsia, or 
the functional hyperinsulinism. These factors 
are multiplied 85 times in the general prac- 
titioners work. Most of the time the general 
practitioner will be able to handle these fac- 
tors by himself, but as guardian of the pa- 
tient’s general health, he must also of neces- 
sity be guardian of their mental health. 

The family doctor who delivers the child 
and participates in the joys and sorrows of 
the family is certainly in at the beginning of 
psychotic disorders, Who then can better 
furnish the background to the psychiatrist on 
environmental factors, child behavior prob- 
lems, family conflicts and other undisclosed 
traumatic experiences than this man? I note 
with interest the establishment of the Child 
Welfare and Development Center. I have very 
definite feelings along this line and feel that 
the family doctor should in most instances be 
the referral agent so as to save time for these 
centers from the history standpoint. Likewise 
I feel that in school behavior problems it 
would be well for the teachers to notify us 
along with the family. I recently had such a 
problem arise in a child that I had not seen 
for a long time. The teacher thought that 
this child needed to go to the Child Welfare 
Development Center for psychiatric treat- 
ment. Upon examination this child was 
found to have Sydenham’s chorea. 

A case of hysteria is in reality an emergency 
case to the family doctor, and if he answers 
this call instead of “fluffing” it off he can 
usually find its cause. If he is content to send 
a sedative and have the patient report the 
next day he will miss valuable information 
both for himself and the psychiatrist, if the 
case develops further and results in the need 
for psychiatric treatment. 
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I do not feel that any psychiatric history is 
complete without a report, by letter or verbal- 
ly, from the family doctor. His interpretation 
might be at variance to that of the psychia- 
trist but I still feel that it is a matter of 
real importance. I further feel that the family 
physician should not turn over a case to the 
psychiatrist completely but should refer the 
case and consult with him, with the purpose 
of working together as a team. I am predicat- 
ing this statement on the fact that the family 
doctor and the psychiatrist live in the same 
locale. If not in the same locale proper com- 
munications should be established between 
them. So frequently, as you know, there is 
difficulty in hospitalizing a patient and in 
handling the family. At this point we enter 
into the picture as a “buffer” between you 
and the family rather advantageously, I be- 
lieve. At this point let me interject that | 
believe the family doctor has done more to 
remove stigma from psychiatric consultation 
than any other segment of organized medi- 
cine. As you know there was a time when you 
were consulted only for “full blown” psychi- 
atric cases. The family physician, as he be- 
comes more psychiatrically alert, can aid 
further in removing the stigma and super 
stitions in those who are going to consult a 
psychiatrist. We are constantly working on 
the attitudes of families, pointing out that 
your group treats, guides and directs patients 
other than the actually insane. 

I deplore speeches to lay groups that seem 
to intimate that we can prevent schizophrenia, 
manic depressive psychosis, and other condi- 
tions whose etiology is at present unknown. 
Certainly there is a preventive psychiatry, 
conditions such as neurosis and maladjust- 
ment, which I think basically fall in the field 
of the family doctor. In his efforts to make 
the community a better place to live and a 
healthier place to rear children, he is actual- 
ly practicing preventive psychiatry. The term 
family doctor has a semantic meaning. You 
immediately visualize a home, a_well-bal- 
anced home in which psychiatric trauma is 
reduced to a minimum. We, as family doctors 
participate in this. We have the enviable posi- 
tion in regard to counseling, starting with 
pregnancy, later when to give the children 
shots, where to send them to school, to help 
formulate a family budget, and when they 
grow up, to counsel the youngsters premarital- 
ly. In short, the family doctor should be, as 
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previously stated, the guardian of the mental 
health of his community as well as the physi- 
cal, and the modern family doctor should be 
as active a crusader against the causative ef- 
fects of mental disease as our older counter- 
parts were against the open sewer and the 
outdoor privy. 

We have a further duty, in which I feel 
we have been remiss—that is offering guid- 
ance and assistance to alcoholics and addicts 
and we should be constantly alert to this 
challenge. 

In summary, I feel the general practitioner 
wants the following: (1) he wants to be heard 
at time of referral; (2) he wants to be con- 
ferred with during the course of treatment; 
and (3) he wants to be told at the end of 
treatment. 

A diagnosis alone is not sufficient. With 
the advances and changes in treatment we 
have a big field in chemotherapy which in- 
volves the newer drugs and has certainly 
changed many psychiatric patients from a hos- 
pital or institutional case to ambulatory or 
home care. The newer drugs are not without 
their sequelae or complications. Both the 
family doctor and the psychiatrist should be- 
come familiar with these so that they together 
can watch for untoward reactions. I feel that 
you as neuropsychiatrists would feel much 
safer in prescribing these drugs if you were 
confident that the general practitioner at 
home is alert enough to their reactions as to 
carefully watch the patient. Too often the 
neuropsychiatrist has the patient in the hos- 
pital where he or she feels secure in an en- 
vironment providing the care of nurses and 
doctors at regular visits, is getting certain 
medicines on schedule, and then comes the 
time when the patient is told that he or she 
may go home. Unless we have information 
from you before these patients leave the hos- 
pital, we are harmed and you are handicapped 
because the families are not trained custodians 
and come immediately to us for advice and 
information. Stop and think of how lost they 
feel and how lost the family doctor can feel. 
You have had the patient on treatment and 
sent him home, the family doctor knows noth- 
ing of drug reactions the patient may have 
had, does not know your parting instructions, 
and therefore is ill equipped to compre- 
hensively help the family carry out your 
orders. 
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I was impressed with a statement recently 
made by Dr. William Meninger on a TV pro- 
gram. He stated that hundreds of thousands 
of dollars were spent each year in research 
for a lubricant to eliminate friction in ma- 
chinery while only a small amount was spent 
annually to prevent friction in human emo- 
tions. 


Many years ago I was talking with one of 
our government weather forecasters. He said, 
“for fear of our mistakes in forecasting, it 
would be helpful if people would occasionally 
look out the window and see the obvious.” 
Let no one of us be so absorbed in our in- 
dividual problems that we do not stop once 
in a while to look out of the window,—we 
might get a short view of our neighbor. 


I have been fortunate enough to enjoy a 
very close association with the neuropsychia- 
trists of our city, and I feel that our two 
groups should certainly join hands and elect 
as our immediate goal the education of the 
public in the fact that more money must be 
spent for the mentally ill. We are obligated 
to secure legislative appropriations for mod- 
ern preventive psychiatry and for the treat- 
ment of psychiatric patients. We have a great 
need for means to care for senile patients that 
need only domiciliary care, for the schizo- 
phrenic who needs intermittent treatment so 
that he may be partially self-supporting. These, 
as you are aware, are inadequate individuals 
found in all communities. Due to the lack of 
funds the state mental institutions of today 
are little more than human “dead letter” 
offices. 


Discussion (Abstract) 


Dr. Titus H. Harris, Galveston, Tex. Dr. McLarty 
has certainly given us an excellent talk on the rela- 
tionship of the psychiatrist and the general practition- 
er. In fact he has covered it so well that very little 
can be added. I believe, however, that several points 
he mentioned should be emphasized. 


He spoke of the information that we, as psychiatrists, 
could get from the family doctor about the patient. 
I am afraid we do not think of that as often as we 
should. Most of the doctors who refer patients to us 
merely tell us the patient’s name and the time of ar- 
rival, and many times it seems that for some reason 
they intentionally avoid giving us any information 
about the patient. How valuable it would be if we 
could receive a letter or have a conference with the 
family doctor regarding the background of the pa- 
tient. It would not only be a help to us but would 
prevent the distorted picture that can come from de- 
pending entirely on the history as it is related by 
the patient. 


7 | | 
is 
il. 
on 
a- 
of 
ly 

he 

he 

se 
ne 

m- 
en 

is 

in 
er 

ou 
I 
to ; 
on 

di- 
ou 
hi- 
De- 
iid 
er- 

on 

lat 

nts 

em 

ia, 

di- 

mn. 

ry, 

1St- 

eld 

ike 

la 

rm 

‘ou 
yal- 

is 
ors 

Osi- 
‘ith 

ren 

elp 

hey 

tal- 
as 


256 SOUTHERN MEDICAL JOURNAL 


Dr. McLarty also described the value to the family 
doctor of our keeping in touch with him while the 
patient is under treatment. I am sure we all try to 
do this but probably do not do it as much as we 
should. Of even greater importance is a report to the 
doctor when the patient returns home. 

Dr. McLarty stated that the family doctor is very 
often a buffer, and that it is his responsibility and 
duty to have the patient come to the psychiatrist. He 
also indicated that this is not as important now as in 
the past. I have to agree in the respect that patients 
seem less reluctant to go to a psychiatrist now than 
formerly. I feel that this is largely due, as he pointed 
out, to the increased psychiatric information that is 
enjoyed by the general practitioner today as compared 
to twenty or twenty-five years ago. The type of pa- 
tients that we see now, in contrast to those we saw 
years ago, points to that fact. I can remember how 
very common it used to be to see large numbers of 
what we now regard as simple, mild, anxiety reactions, 
patients who have somatic complaints that so closely 
resemble physical illness, and how very rare such pa- 
tients are today. I have often wondered why that is. 
I recall discussing it with my associates, and one of 
the reasons suggested was that we are making a dif- 
ferent diagnosis in such cases now. I do not think 
that is the case. I think the fact is that the general 
practitioner is so much better equipped to take care 
of his mild psychoneurotic patients than he was in 
years past. 

Much of what Dr. McLarty had to say was con- 
cerned with psychiatric education. Of necessity the 
psychiatric training of the general practitioner must 
come from the teaching he receives in medical school. 
One cannot expect an intern who is going into general 
practice to get much in the way of psychiatric educa- 
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tion during a very busy internship, involved as it js 
with all the other specialties of medicine. Further. 
more, we cannot expect a general practitioner to spend 
a year in psychiatry in order to obtain a psychiatric 
orientation. These circumstances stress the importance 
of the teaching of psychiatry in medical schools, and 
Dr. McLarty has pointed this out. 

Psychiatric education has come a long way in the 
last twenty-five years. I believe it was in 1931 that 
Dr. Ebaugh of Colorado made a survey of all the 
medical schools in this country, and found that only 
fifteen medical schools were teaching psychiatry in 
keeping with the standards set at that time. Some 
schools were teaching no psychiatry and some were 
limiting it to the senior year, inserting a few lectures 
on insanity. Today I am sure that most schools are 
teaching psychiatry, and most of them throughout the 
four-year period. I think we can see the results of such 
education now in the point of view, the respect for 
psychiatry, and the appreciation of the importance of 
psychiatry, that most general practitioners have today. 
I think Dr. McLarty’s paper certainly gives one the 
impression that he has a very healthy respect, a 
healthy appreciation of the importance of psychiatry 
in the general practice of medicine. 

If you do not know Dr. McLarty, I would like to 
tell you a little bit about him. I would like to give 
you his favorable traits as well as others, if I can 
think back to thirty-five or forty years ago when he 
used to be a baseball pitcher on the same team with 
me. He was an artist then, as pitcher, and I can say 
he is an artist in the practice of medicine today. He 
is in charge of the preceptorship program that we 
have at the University of Texas Medical Branch, and 
he has done a very splendid job. I think we have all 
been very fortunate to have this very splendid paper 
presented to us. 
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Glaucomatocyclitic Crises: 


EDWIN W. BURTON, M.D., Charlottesville, Va. 


The author discusses an uncommon condition of unknown etiology, but 


responding to conservative management. 


QuR KNOWLEDGE OF GLAUCOMA has increased 
considerably since Mackenzie and Von Graefe 
first recognized that the essence of this condi- 
tion is increased intra-ocular tension. The clas- 
sification of primary glaucoma into the nar- 
row-angle and the wide-angle types, as sug- 
gested by Raeder in 1923, further enhanced 
our understanding of the mechanism of this 
disease. Study of the angle of the anterior 
chamber by means of the gonioscope and, more 
receutly, tonography have further broadened 
our concept of the glaucomatous process. How- 
ever, in spite of our increased knowledge of 
the disease, there still remain types of glau- 
coma which do not fit into the well-recognized 
primary and secondary classifications. A 
unique and interesting homogeneous group 
which falls into this category represents a type 
of glaucoma which has been called by Posner 
and Schlossman! the syndrome of glaucoma- 
tocyclitic crises. 

While passing reference has been made by 
various writers to the type of glaucoma fitting, 
more or less, into this picture, it has been 


only recently suggested that this group repre- 


sents a Clinical entity. Kraupa,? in 1935, de- 
scribed four cases of glaucoma in some re- 
spects similar to the above group. He noted 
heterochromia in some of his cases. Kronfeld,’ 
in 1944, mentioned a similar group of cases 
of glaucoma with elevation of pressure asso- 
ciated with mild cyclitis. He did not elabo- 
rate on the possible classification but assumed 
they represented a clinical entity. It is Posner 
and Schlossman,! who made a careful study 
and critical analysis of nine cases of this syn- 
drome, to whom credit must be given for es- 
tablishing this group as a clinical entity. In 
their classification of this syndrome, the salient 
points emphasized by them are as follow: 

l. The disease is unilateral. In three of 


*Read before the Section on Ophthalmology and Otolaryn- 
y, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


their cases, the pupil of the affected eye was 
wider. 

2. There is usually slight discomfort, col- 
ored halos or blurring of vision. However, no 
symptoms may be present. There is no pain, 
and vision is usually good even at the height 
of the attack. 

3. The eye is white, or a few dilated con- 
junctival vessels may be visible. If the tension 
is very high, mild congestion of the sclera or 
edema of the corneal epithelium may be pres- 
ent. 

4. Ocular hypertension may appear a day 
or so before, or simultaneously with, cells in 
the aqueous. It is followed within the next 
twenty-four hours by from one to twenty 
small, well-defined, unpigmented precipitates 
on the posterior surface of the cornea. These 
soon begin to disappear and, if the hyperten- 
sion persists, fresh ones may appear. After sub- 
sidence of the hypertension, the precipitates 
fade away within a few days to a month. Al- 
though precipitates are present as a rule, they 
may be absent during some of the attacks. At 
no time is there more than a trace of aqueous 
flare. Posterior synechiae are never formed. 

5. The angles were open in all four cases 
in which gonioscopic studies were made. 

6. The individual attacks of hypertension 
have lasted from a few hours to one month, 
but rarely over two weeks. 


7. Episodes may occur with varying fre- 
quency and without any apparent cause. The 
visual field may show enlargement of the 
angioscotomata during the acute phase. Ex- 
cept for one case, the visual field remained 
normal during the course of the disease. Dur- 
ing the intervals between attacks provocative 
tests gave negative results. 

8. Treatment does not seem to shorten the 
course of the attack. One-half to 2 per cent 
pilocarpine hydrochloride may lower the ten- 
sion temporarily. 
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The following case presents the typical 
symptoms of the syndrome of glaucomatocy- 
clitic crises: 


Miss M. B. H., a nurse, aged 41 years, was first seen 
on December 12, 1932. For one week previously she 
had had intermittent headaches and periods of dimness 
of vision. Her right eye felt “full.” The symptoms be- 
gan at the onset of an acute coryza. 

On examination, the vision in the right eye was 
found to be 20/20 and in the left, 20/20+. The an- 
terior chambers were of normal depth, there was no 
heterochromia, and the color and pattern of each iris 
were similar. The right pupil was slightly dilated and 
reacted sluggishly to the light. There was slight con- 
gestion of the globe but no ciliary injection. The 
fundi appeared normal. Slit-lamp examination of the 
right eye revealed 7 to 8 small, white K. P.’s. Only a 
faint aqueous flare and no cells were seen. There were 
no synechiae. The tension was found to be 55 mm. 
Hg. in the right and 25 mm. Hg. in the left eye. Al- 
though it was felt at the time that the findings would 
justify a diagnosis of “quiet iritis with secondary 
glaucoma,” miotics were prescribed, perhaps intuitively. 
A solution of pilocarpine hydrochloride, 2 per cent, 
and eserine sulfate, 0.5 per cent, were used locally. 


She was admitted to the hospital for treatment and 
further survey. Her past history and family history 
were irrelevant. There was no history of allergy. One- 
tenth cc. of O. T. intracutaneously produced a 1+ re- 
action. Blood and differential counts, urinalysis, x-ray 
film of the chest and of the sinuses were negative. 


Two days after admission, the tension in the right 
eye dropped to 30 mm. Hg. and five days after admis- 
sion, to 26 mm. Hg. The tension in the left eye varied 
from 25 to 26 mm. Hg. during this period. How- 
ever, because the number of corneal precipitates grad- 
ually increased, miotics were discontinued and cy- 
cloplegics cautiously begun. Homatropin hydrobro- 
mide was first used followed in two days by scopola- 
mine hydrobromide, 0.25 per cent. The tension in 
the right eye continued to remain normal. In ten days 
after her admission to the hospital, the K. P.’s had 
virtually disappeared. 

This patient has had approximately 15 similar at- 
tacks involving only the right eye since her admission 
to the hospital in 1932. The tension during the at- 
tacks varied from 32 to 38 mm. Hg. In each instance, 
with one or two exceptions, the attacks have begun 
coincidentally with or shortly following an attack of 
acute coryza. Each attack subsided within a few days 
to a week, without sequelae. Each attack has responded 
to a weak solution of pilocarpine and more recently to 
pilocarpine and cortisone locally. During this period, 
synechiae have never formed. The optic disc appears 
to be flat and of good color. On gonioscopic examina- 
tion angle is open. Her last attack occurred Sep- 
tember 15, 1955. Visual fields taken on October 13, 
1955, are essentially normal and her present vision in 
each eye with correction is 20/20. 


Comment 


Little is known regarding the etiology of 
this syndrome. Posner and Schlossman! have 
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advanced the hypothesis that it may be ex. 
plained on the basis of a central disturbance 
of the hypothalamus, superimposed on a labile 
peripheral autonomic nervous system. Von 
Sallmann‘ raised the question whether in view 
of the unilateral nature of the condition and 
the association of varying degrees of hetero. 
chromia reported in some of the cases, that a 
disorder in the ciliospinal center of Budge 
might be responsible. He also suggested that 
the attacks may be the expression of a low 
grade inflammation or to an increase in the 
permeability of the ciliary capillaries. Tono- 
graphic studies by Grant,® in three cases of 
glaucomatocyclitic crises, showed considerable 
reduction in the aqueous outflow during an 
attack. During the periods of remission the 
facility of aqueous outflow was found to be 
normal or even greater. The association of 
allergy in some of the reported cases and the 
probable influence of other conditions, such 
as coryza, in causing the attacks further com- 
plicate the question of etiology. 


{nsofar as treatment is concerned, it seems 
that conservative measures should always be 
given a trial. Weak solutions of pilocarpine 
hydrochloride and the use of cortisone locally 
appear to be effective in controlling the at- 
tack in the vast majority of cases. In several 
reported cases in which operation was done, 
subsequent attacks have not been prevented, 
nor have lasting satisfactory results been ob- 
tained. 


Summary 


The syndrome of glaucomatocyclitic crises, 
having points in common with both primary 
and secondary glaucoma but not fitting into 
either classification, should be considered a 
clinical entity. Conservative treatment seems 
indicated in most cases. The etiologic factor 
or factors responsible for the condition, or the 
combination of conditions necessary to pro 
duce it, provide interesting speculation on the 
results of future observations and experiments. 
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Syringomyelia: Report of Treatment of an Unusual 


Case* 


A. HAUSER, M.D., GEORGE EHNI, M.D., and 
HARRIS M. HAUSER, M.D.,+ Houston, Tex. 


The authors review the pathogenetic and pathologic points about syringomyelia. A case is 
reported illustrating the advantages of surgical drainage of the cavities. 


CAVITATION OF THE SPINAL CORD associated 
with gliosis or fibrosis, and called syringo- 
myelia of the “true” variety, may evade diag- 
nosis in the individual patient for many years. 
The neurologic syndrome resulting from the 
cavitation, either single or multiple may be 
confused with neoplasm of the cord, or even 
chronic degenerative disorders of the central 
nervous system. When such _ pathologic 
changes occur in a young, pregnant female, 
the problems of diagnosis, management, and 
treatment are of importance. It is chiefly for 
these reasons that this case is reported. The 
neurologic and neurosurgical aspects of an in- 
stance of this disorder, in a patient who orig- 
inally went to her family physician for pre- 
natal care will be presented. 


Practically all aspects of the subject of 
syringomyelia have been well covered in the 
literature. Netzky! has recently clarified the 
subject of the etiology and pathogenesis of the 
“true” variety of syringomyelia. Earlier theo- 
ries postulated the etiology as being an epen- 
dymal rest which proliferated, a generalized 
dysplastic state (status dysraphicus), errors in 
closure of the neural tube during embryologic 
development, or vascular infarcts or hemor- 
thage. Netzky, from a neuropathologic study 
of eight cases felt that the cavity was second- 
ary to a congenital intravascular anomaly, the 
anomalous, tortuous, intramedullary enlarged 
vessels being more subject to infarction or 
hemorrhage than normal vessels. The in- 
farcted or hemorrhagic area would then un- 
dergo resorption of necrotic debris, reaction 

*Read before the Section on Neurology and Psychiatry, 


Southern Medical Association, Forty-Ninth Annual Meeting, 
Houston, Tex., November 14-17, 1955. 


tFrom the Department of Neuropsychiatry and the Depart- 
ment of Neurosurgery, Baylor University College of Medicine, 
and the Memorial and Methodist Hospitals, Houston, Tex. 
Appreciation for permission to report this case is given to 
- Jack Lieppman, Houston, the family physician. 


gliosis about its periphery, and possibly dila- 
tation due to differences in osmotic pressure. 
This theory correlates well with the clinical 
history of recurrent progressive episodes of 
neurologic deficit, the finding of anomalous 
vessels around the syrinx, and the posterior 
location of the syrinx predominately in gray 
matter, and especially in the cervical and lum- 
bar enlargement of the cord. 


In the past, treatment of the disease has 
been rather unsatisfactory and consisted chief- 
ly in the use of roentgen-ray therapy or surgi- 
cal measures. Most authors are agreed that 
roentgen-ray therapy has no real value and 
may even be harmful. There are, however, 
numerous favorable reports on the surgical 
treatment of syringomyelia, especially those of 
Frazier and Rowe,” and more recently, Wetzel 
and Davis.* Aspiration of the fluid from the 
cavity, myelotomy, and incision with estab- 
lishment of a permanent communication be- 
tween the cystic cavity and the subarachnoid 
space have been the most effective surgical 
technics utilized. In our case, aspiration with 
fenestration was done in the lumbar cavity 
and median myelotomy was done in the cervi- 
cothoracic cavitation. 


Case Report 


Mrs. S. L. D., a white pregnant, gravida I, woman, 
21 years of age, and a secretary, was admitted to the 
Memorial Hospital of Houston on May 30, 1952. She 
had been referred to the neurologist by her family 
physician on May 28, because of weakness in both 
lower extremities, disorder of gait, dragging of the 
left leg, and stiffness in the right leg. 


The patient had been in good health until 1949 
when she noticed some difficulty in the use of the 
right hand for which she received physiotherapy. In 
1950, she began to lose the grip in the left hand. This 
was associated with “clawing” of the left ring and 
little fingers. Shortly thereafter the same impairment 
occurred in the right hand, and when she was first 
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seen there was greater weakness on the right side. She 
continued to work as a secretary-typist. However, she 
noticed difficulty in playing the piano. The patient 
and her husband had observed definite muscle twitch- 
ings in the hands, arms, and back which were aggra- 
vated by cold. In January, 1952, the patient became 
pregnant. In March, 1952, her employer noticed drag- 
ging of the left leg. This became progressively more 
pronounced, and at the time of the first neurologic 
examination in May, 1952, the patient had difficulty 
in walking up or down stairs, was unable to run, and 
had noticed that she “throws” her feet out in front 
of her when she walked. In addition, she was unable 
to dorsiflex the right foot. 


The mother reported that the patient had been a 
breech delivery, and at birth was said to have had 
fracture of the left clavicle with an accompanying 
palsy of the left upper extremity from which she re- 
covered at an early age. There was no history of 
sphincter disturbance. 

The general physical examination was within nor- 
mal limits. The pregnancy of about five months was 
progressing satisfactorily from the obstetrical stand- 
point. 


On neurologic examination, May 28, and on June 4, 


FIG. 1 


Myelogram. June 7, 1952. Midthoracic deformity at T-6 and 
T-7; questionable flattening of left pedicle of T-6 with 
widening of interpedicular space. 
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1952, the cranial nerves were entirely normal. Op 
walking, there was a dragging of the right (flaccid) 
lower extremity with a spastic attitude of the left 
lower extremity. There was no deficit in coordination 
in either arms or legs, but there was a definite paraly- 
sis of certain muscles in all four extremities, and in 
the muscles most definitely paralyzed, the paralysis was 
of a flaccid type. The patient was unable to dorsiflex 
the right foot due to complete flaccid palsy of the 
right tibialis anterior muscle. The right adductor 
pollicis and interosseoi were similarly involved. The 
profundus flexors of both arms were gravely weak- 
ened with atrophy, but this was most severe on the 
right in the ulnar group of muscles. Both hands dis- 
played a typical ulnar “clawing.” In_ general, the 
atrophy paralleled the degree of power loss. No 
fasiculations were noted. The tendon reflexes were 
diminished except the left patellar reflex which was 
exaggerated. There was a moderate hypesthesia in the 
right leg below the knee for pain and temperature. 
There was a patellar clonus on the left with a sug. 
gestive positive Babinski sign on this side. 

Diagnostic impressions were: (1) modified Brown- 
Sequard syndrome due to spinal cord neoplasm, and (2) 
degenerative spinal cord disorder such as is seen in 
progressive spinal muscular atrophy. neuro- 
surgeon who saw the patient in consultation thought 
that no space-occupying mass or that anything with 
surgical implications existed. 

Laboratory Studies. Urine was negative; blood 
count showed slight hypochromic anemia. The roent- 
gen-ray examinations of the chest, lumbosacral and 
sacroiliac spine were within normal limits. On lumbar 
puncture, the opening pressure was 180 mm. of water 
with a rise to 290 mm. on deep jugular compression 
in 10 seconds, and a prompt fall to 180 mm.; the spinal 
fluid cell count was 2, total protein, 43 mg., sugar, 
86 mg., chlorides, 759 mg. per 100 cc., and the tests 
for syphilis were negative. 

Myelogram. (June 7, 1952) The report by the 
roentgenologist was: “ . Shows a large, symmetrical 
filling defect within the spinal canal at the twelfth 
thoracic level. The deformity begins at the margin of 
the eleventh and extends almost completely across the 
level of the twelfth thoracic. A second deformity i 
noted at the level of the interspace between T-6 and 
T-7, and this deformity is on the left side (Fig. 1), 
There is a distortion of the nerve root sleeves in the 
cervical region on the left side. The changes are evi 
dent especially at the fourth cervical level on the left. 
Impression: The deformity at the twelfth thoracic 
level indicates tumor and with multiple locations 
noted on the myelographic study, would expect mul 
tiple sites, either on the basis of metastasis, or seeding 
from the original tumor and would expect the original 
to have its location at this twelfth thoracic level.” 

Further analysis of the myelographic study indicated 
that with the media running upward, the advancing 
column of material was narrowed in the midline a 
though it were going through a severely stenosed area 
(Fig. 2). The material which passed through this point 
spread out as though it were going around an it 
tramedullary lesion upon coming back down. In addi 
tion, there was a serpentine strip running down the 
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middle which looked like it might be the anterior 
spinal artery. (At the time of this myelogram [June, 
1952], the significance of the abnormality in the cervi- 
cal region was not fully appreciated.) 

Operation. In view of the myelographic findings 
of a definite space-occupying lesion in the lumbar 
cord, exploration was advised and carried out on 
June 11, by one of us (G. E.). A bilateral laminectomy 
was done of T-12 and a part of T-11. No pulsations 
or extradural fat were noted under T-11, and the 
dura appeared normal and soft. On opening the dura 
the cord was found to be considerably broadened over 
a 2.5 cm. length. On elevation of the left dorsal root 
bundle, the lateral aspect of the cord appeared bluish, 
thin, and cystic. A needle introduced into it recov- 
ered 4 cc. of clear fluid which contained only 9 mg. 
total protein per 100 cc. A window was cut into this 
cystic cavity under the dorsal roots and its interior 
inspected. The lining was white and smooth with no 
appearance of neoplasm. After evacuation of this 
syringomyelia cavity, the dura was closed tightly and 


FIG. 2 


Myelogram. June 7, 1952. Nartowing of advancing column 
of radiopaque material at T-12 with fanning out of oil 
around an intramedullary defect as the patient was tilted 
upright. There is a serpentine central strip of radiolucency 
Tepresenting the anterior spinal artery. 


SYRINGOMYELIA—Hauser et al. 


Myelogram. September, 1954. Lower thoracic and upper 
lumbar region. Laminectomy defect and absence of any 
evidence of lesion previously demonstrated (ref. Fig. 2). 


the muscles, fascia, and skin were closed in layers with 
interrupted cotton stitches. 

Clinical Course. Postoperatively, the patient had 
considerable hyperesthesia in the left leg from hand- 
ling the posterior roots, but rapidly recovered from 
this and developed increased strength in the legs. On 
June 16, she was able to sit up in a chair and was 
voiding without residual urine. On dismissal from the 
hospital on June 18, she was able to walk without aid, 
and although she was unable to walk on her heels, 
she had recovered greatly the strength in the tibialis 
anterior muscles. The right achilles reflex, previously 
absent, was present slightly. Pin-prick appreciation in 
the right leg improved. 

On October 20, 1952, the patient delivered a normal 
6 pound 11 ounce male infant without any significant 
complications. 


Following parturition, the patient was able to get 
about without aid of any sort and take care of routine 
housework. 


In August, 1953, she became pregnant for the sec- 
ond time and reported to the family physician. She 
was not seen by one of us until January, 1954, when 
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Myelogram. Sepiember, 1954. Beginning of partial block at 
T-10. A minimal amount of dye is able to pass either 
anteriorly or posteriorly. This was the lower limit of a 
42 cm. syringomyelic cavity. There is flattening of pedicles 
and widening of interpedicular space. 


she reported that she had recently burned the right 
heel on a heating pad; she had noticed that the left 
hand was distinctly less usable than the right; she 
felt that she had lost some power in both hands since 
the time of her operation in June, 1952. The patient 
delivered her second child, a healthy male infant 
weighing 6 pounds 15 ounces, on April 29, 1954, with- 
out any complications. 

In July, 1954, she noticed increasing weakness of 
both hands and in the legs. In August, 1954, examina- 
tion revealed fasiculations in the right adductor pol- 
licis muscle. All tendon reflexes were absent in the 
arms. There was hypalgesia from about the fourth 
cervical dermatome down to an indefinite upper 
thoracic level, covering both arms. Vibratory and posi- 
tion senses were good in the hands. The right patellar 
reflex was absent, the left achilles were barely present. 
There was a left positive Babinski sign. She was un- 
able to walk on the heels or on the toes. It was 
thought that the loss of function was due to a higher 
lesion. The patient was admitted to Methodist Hos- 
pital for further study. 

A myelogram done on September 3, 1954, after pre- 
liminary cervical spine films showed widening of the 
bony neural canal in the cervicothoracic region. The 


FEBRUARY 1957 


old myelographic defect at the site of the former oper. 
ation (1952) was entirely absent (Fig. 3). Beginning 
in the lower thoracic region at about the level of T-10, 
there was enlargement of the cord which was con- 
tinuous with a very large cervical and upper thoracic 
enlargement (Figs. 4 and 5). Total protein in the 
spinal fluid was 41 mg. per 100 cc. 

Operation. Cervical laminectomy was done on Sep- 
tember 13, 1954. The cervical portion of the syrinx 
was exposed and a tremendous single cavity was found 
in the cord extending 24 cm. downward and 9 cm 
upward as measured by the passage of a catheter (Fig, 
6, A and B). It contained about 100 cc. of fluid with 
a protein content of 8 mg. per 100 cc. A medial mye- 
lotomy was done and the wound was then closed 
(Fig. 6, C). Convalescence was uneventful and fune- 
tional improvement in the legs was quickly noted. 


Follow-up in March and July, 1955, revealed mainte- 
nance of good function, at which time the patient re- 
ported that she was again pregnant. 


Myelogram. September, 1954. Superior extension of myelo- 
graphic defect (ref. Fig. 4) at level C-3. At surgical ex- 
ploration this cavity extended over a total distance of 42 
cm. There is extreme widening of bony neural canal and 
flattening of vertebral bodies. This represents considerable 
increase in size of cervical lesion from that demonstrated in 
June, 1952. 
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FIG. 6 


Surgical exploration. September, 1954. (A) Broadened spinal cord from which clear colorless cerebrospinal fluid is being 
aspirated. (B) Passage of rubber catheter 25 cm. inferiorly. (C) Appearance of cord following median myelotomy. Note the 


extent of dilatation and the glistening lining of the cavity. 


Discussion 


We do not have unchallengeable informa- 
tion as to the type of cavity our patient had. 
The lower one was thoroughly inspected and 
had clean white walls throughout, but no bi- 
opsy was taken. The upper cavity, operated 
on two years later, had walls which appeared 
similar but its total extent was not inspected 
and no biopsy was taken here either. This 
patient may have the “true” variety of syring- 
omyelia or she may have an associated neo- 
plasm somewhere. On the other hand, there 
is myelographic evidence of progression in the 
upper cavity after regression in the lower 
cavity, in addition to clinical characteristics 
that conform to the theory of pathogenesis of 
this disorder advanced by Netzky. 

With regard to the pregnancies, one can 
only say that the organic lesions of the cord 
were in no way a contraindication to the preg- 
nancy, and apparently the progress of the 
syringomyelia did not affect the course of the 
pregnancies or of labor and delivery. Yaskin 


and Andrussier* pointed out in 1932 that un- 
der normal conditions “ . . . pregnancy and 
labor are independent of spinal cord disease, 
and spinal cord disease in the absence of other 
complications, need not be a cause for termin- 
ation of pregnancy.” 


In commenting on the neurologic and par- 
ticularly the neurosurgical aspects of this pa- 
tient, it is apparent that both of the lesions 
operated upon must have been dependent for 
part of their symptom-producing capacity 
upon fluid tension, and that this was not just 
innocent fluid, filling an area of absence of 
cord substance caused by advancing gliosis. 


Since on two occasions, at the time of both 
myelograms, injected material flowed by the 
lesion without being completely obstructed, 
and since the total protein was not elevated, 
and since manometric tests were negative, one 
obviously cannot depend upon these measures 
to exclude surgically important syrinxes. 


Despite what authors have to say about the 
steady advance of this disease, whether the 
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fluid is drained or not, basing their statement 
upon the notion that the disease is primarily 
a neoplastic or one of gliosis, we have evi- 
dence in this case of lack of advance of the 
disease for about two years as concerns the 
legs. When the disease did again show evi- 
dence of advance it was not from abnormality 
at the site of previous operation. We would, 
therefore, suggest the use of a surgical treat- 
ment in any case of syringomyelia where there 
is myelographic evidence of spinal cord en- 
largement of considerable proportions. In cer- 
tain circumstances where there might be sev- 
eral syrinxes and it could not be established 
which one is clinically important at any par- 
ticular time, it would be necessary to drain 
them all, either one at a time or serially. 


With respect to the actual surgical technic, 
the type of window-making used at the opera- 
tion on the first (lower) syrinx is preferable 
to a medial myelotomy such as was used in 
the cervical region. If, on inspecting the cord 
at the site of enlargement, one finds a thin 
area somewhere on the lateral aspect of the 
cord or below the level of the dentate liga- 
ment attachment, one can cut a window into 
this area with a fair degree of assurance that 
one will not be damaging pyramidal tracts or 
tracts carrying proprioceptive sensation from 
the legs. Both of these functions are consid- 
erably more important than modalities car- 
ried in the anterolateral quadrant having to 
do largely with pain and temperature dis- 
crimination. The fenestration or window- 
making at the time of the first operation pro- 
duced a lesion in the same location as that in 
which one would make the incision in chor- 
dotomy for relief of pain, and it thus spared 
any trauma to the dorsal columns. Any win- 
dow made into a cavity like this should be 
quite generous, i.e., | cm. or more in diameter. 

At the second operation the exposed cord 
was so thin that fluid was visible in numerous 
areas where myelin seemed completely absent 
in the dorsal column area. It was here that 
the fluid seemed closest to the surface, so a 
longitudinal myelotomy was done, cutting 
down between myelinated regions, but not 
excising any tissue to make a rounded or oval 
window. Having seen how greatly thinned 
the cervical cord was and how much fluid it 
contained, if symptoms should ever recur, the 
neurosurgeon would have good reason for 
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placing a spinal needle of fine caliber di. 
rectly into the cervical syrinx as was done by 
Frazier® as well as by others, rather than re. 
opening the former operative site to drain it 
directly. 


Summary 


1. A case of syringomyelia with cavities in 
the thoracolumbar and cervicothoracic re. 
gions of the spinal cord, occurring in a 2] 
year old pregnant woman, is reported. 


2. Clinical improvement occurred both 
after operation on the lower cavity, and two 
years subsequently, after operation on the 
upper cavity. 


3. Certain features of this case are dis. 
cussed in relation to the probable patho 
genesis, the diagnosis and the surgical treat- 
ment of the syndrome due to syringomyelia. 
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Discussion (Abstract) 


Dr. Homer Kirgis, New Orleans, La. 1 wish to 
congratulate Dr. Hauser for his presentation of this 
interesting case. Several aspects of this case are of par- 
ticular interest to me, and I would like to discuss 
those aspects briefly. 

First of all, although the most characteristic clinical 
picture of syringomyelia is that of a lesion located 
deeply within the cord which, in addition to causing 
motor disturbances in the hand as this one did, pre- 
sents bilateral areas of hypalgesia and reduction in 
the sensation of temperature with which you are all 
familiar. But in this particular case, the marked motor 
deficits apparently were present for several years be- 
fore the area of hypalgesia appeared. 

Secondly, the case also demonstrates that a rela- 
tively large intramedullary lesion may be present with- 
out causing the cerebrospinal fluid pressure to be 
altered, without alteration of the cerebrospinal fluid 
dynamics, and without alteration of the protein con- 
tent of the cerebrospinal fluid. The case demonstrates 
very well the importance of making complete diag: 
nostic surveys in the face of progressing symptoms and 
deficits referrable to the spinal cord that may be 
more suggestive of a degenerative non-neurosurgical 
lesion. 

In regard to the pathologic reaction, I feel that 
there are now documented cases which demonstrate 
conclusively that not all cases of so-called syringo- 
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myelia have as their primary pathology a neoplastic 
reaction or a progressive degenerative reaction. Re- 
gardless of the exact nature of the pathologic reaction, 
the treatment of choice at the present time is to re- 
move the fluid from the cyst, so that undue pressure 
is removed from the cord, and the establishment of a 
permanent communication between the syringomyelia 
cyst and the subarachnoid space. Apparently, this is 
accomplished satisfactorily in some cases by simply 
making a defect in the wall of the cyst. Since we were 
forced to re-operate in one instance, however, after 
only one month had passed postoperatively, because 
the small window made in the cyst wall had closed, 
we have subsequently placed a small loop of tantalum 
wire anchored at each end to the deep surface of the 
dura in the cyst to serve as a permanent drain. In this 
particular case, the patient has now survived 11 years 
without return of symptoms referable to this cyst. 
The cyst, incidentally, was demonstrated at operation 
to extend from the level of the mesencephalon to the 
mid- or lower thoracic area of the cord. Because of 
the apparent variation in the rate of accumulation of 
fluid as indicated in this case, as contrasted to the 
case in which we were forced to re-operate after one 
month had elapsed postoperatively, it is probable that 
several years must elapse before one should feel rea- 
sonably certain that there has been established a 
permanent communication between the cyst and the 
subarachnoid space. 


I wish to extend my congratulations for the success- 
ful care of this interesting and complicated case. 
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Dr. James G. Galbraith, Birmingham, Ala. Cer- 
tainly, this case would indicate that there would be 
little possibility of any virtue in x-ray therapy in a 
situation of this sort. I do not know if there is anyone 
here to defend the radiologist’s standpoint in this mat- 
ter, but certainly a case of this sort would not derive 
any benefit from that type of treatment. 


Dr. Hauser (Closing). The chief reason for report- 
ing this case was because we very easily could have 
missed the diagnosis for some time since this did not 
look like a chronic degenerative disorder. It was very 
difficult to make a clinical diagnosis, of syringomyelia 
even after we had the first myelogram. The roent- 
genologist reported after the first films that this was 
a neoplasm with metastases which had spread up and 
down the cord. There was therefore some surprise 
when the cavity was exposed. 


We thought that the other point of interest brought 
out in the paper was the fact that here we had a 
patient who was pregnant, when we first saw her, and 
subsequently carried another child, which you viewed 
in the movie film. Both children are very healthy and 
now she will have a third child. 

We did not mention it in the paper, but I think it 
would be of some interest from the psychiatric view- 
point that this patient was a remarkably stable in- 
dividual. We might have had a lot of other bizarre 
signs or symptoms if we had been dealing with an 
individual who had a neurotic or an emotionally un- 
stable personality. This patient was one of the most 
stable individuals I have ever seen in practice. 


Order forms for Golden Anniversary Key available from 


headquarters, 1020 Empire Building, Birmingham, Ala. 
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Carcinoma in Skin, 
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Sinuses and Bone 


Following Chronic Osteomyelitis: 


WOOD W. LOVELL, M.D., RICHARD E. KING, M.D., Atlanta, Ga., and 


THERE HAS BEEN LITTLE WRITTEN about the de- 
velopment of carcinoma in the sinuses of 
chronic osteomyelitis. Cases have been re- 
corded as early as 1828. From 1828 until the 
present, 83 cases have been reported to which 
we are adding eight. It is realized that carci- 
noma developing in sinuses of chronic osteo- 
myelitis is of low grade malignancy. Bereston 
and Ney,! however, reported two cases of car- 
cinoma in chronic osteomyelitis of lower ex- 
tremities from which metastases to the lung 
developed in one and to the pubic bone in 
the other. 

Previous investigators? concluded that the 
greatest incidence of carcinoma in chronic 
osteomyelitis appeared in patients over 40 
years of age. For this reason our series repre- 
sents 500 patients with chronic osteomyelitis 
over the age of 40 seen at the Charity Hos- 
pital of Louisiana at New Orleans from 1928 
to 1955. Eight cases were found to have un- 
dergone malignant changes which is an inci- 
dence of 1.6 per cent. With the general use 
of antibiotics today this complication should 
become even more rare. 

With other investigators we have noted 
two varieties of the disease. The first or su- 
perficial type appears as a crater-like ulcer 
which immediately arouses suspicion (Cases 
3, 5, 6 and 7). The second or deep type arises 
deep within the tissues and is usually asso- 
ciated with a foul discharge (Cases 1, 2, 4 
and 8). 

The carcinoma is always of the epidermoid 
variety indicating that it comes from the epi- 
thelium about the sinus. The superficial type 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Forty-Ninth Annual 
Meeting, Houston, Tex., November 14-17, 1955. 


+From the Tulane Orthopedic Service, Charity Hospital of 
Louisiana at New Orleans and the V. 
Hospital, New Orleans, La. 


eterans Administration 


RUFUS ALLDREDGE, M.D.,t New Orleans, La. 


Carcinoma arising in the sinus tract of chronic osteomyelitis is an uncommon 
occurrence but one to be kept in mind when ulceration occurs. 


probably arises from the chronic irritation 
from the discharge (Cohnheim’s theory) al- 
though it is difficult to explain the many 
cases that do not develop carcinoma despite 
prolonged discharge. The deep type probably 
is the result of epithelialization of the tract 
and bone as shown by Milgram? to occur in 
chronic osteomyelitis. The chronic inflam- 
matory process in such a tract probably stimu- 
lates neoplastic changes in epithelial cells. 


The tibia was involved in four cases, the 
femur in two, and the foot in two showing the 
predilection for the lower extremities. This 
can be explained by the relatively poor blood 
supply of the lower extremities and also that 
the patients tolerate drainage for longer times 
in the lower extremities than they would 
elsewhere. 


The history of the patient is somewhat 
typical. The patient is over forty years of 
age and has had recurrent drainage and pain 
from a site of chronic osteomyelitis in the 
lower extremities. There may be the typical 
rolled cauliflower mass about a sinus but this 
is not necessary. Occasionally there is an in- 
crease in pain, and a bloody tinge to the 
exudate is present. 

The diagnosis is made by biopsy which 
should be wide and include bone. If no out 
ward evidence of carcinoma exists it may be 
found only after the osteomyelitic cavity is 
explored. White and Weidman* felt that the 
diagnosis of carcinoma in chronic ulcers is 
not justified unless the infiltration extends 
to the level of the sweat glands or further 
It is better, however, to rely on the character 
of the individual cell in establishing the diag 
nosis of malignancy rather than on its pene 
tration of a basement membrane. We feel 
that the hyperplasia and neoplasia can exist 
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together as described by McAnnally and 
Dockerty! and endorse their insistence on 
wide excision of the sinus to establish the 
diagnosis of malignancy. 

The x-ray alone is of little value in estab- 
lishing a diagnosis of malignant changes in 
bone. If one sees, however, irregular areas 
of rarefaction in sclerotic bone (Case 2), one 
should be suspicious of carcinoma. 


The treatment involves prophylaxis,—the 
prevention of long-standing sinuses by anti- 
biotics, saucerization, etc., should be our aim. 
If, however, the lesion is already present then 
amputation is the procedure of choice. This 
was done in all of our cases. As the disease 
is slow growing and usually without metastases 
the prognosis is favorable. 


Case Reports 


Case 1. J. P., a 44 year old negro man, was ad- 
mitted to Charity Hospital October 5, 1947, because 
of a chronic ulcer of the left leg. He had sustained 
an injury of the left leg 20 years previously as the 
result of striking his leg with an ax. He had inter- 
mittent drainage which became foul and associated 
with some pain. A large ulcer developed one year 
prior to admission. 

Examination revealed a large ulcer on the antero- 
medial aspect of the lower tibia extending down 
to the bone. There was considerable drainage present 
which was of a foul odor. Roentgenograms of the 


FIG. 1, A 
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left tibia revealed an old osteomyelitic process of the 
middle third of the tibia (Fig. 1, A). There was a 
large area of destruction involving the anteromedial 
portion of the bone with several smaller areas of rare- 
faction and sclerosis. 


A biopsy of the skin and soft tissue of the ulcer was 
done on October 27, 1947, and reported as a well- 
differentiated, epidermoid carcinoma, Grade II. There 
was cartilage present with bone formation at the 
periphery. Infiltrating cords and nests of epidermoid 
carcinoma in a dense fibrous stroma showing marked 
chronic inflammation was noted. The carcinoma 
showed much keratinization and numerous epithelial 
pearls (Fig. 1, B). 

A Gritti-Stokes amputation was done three weeks 
later. The wound healed and the patient has had no 
recurrence to date. 


FIG. 2, A 


Note the areas of rarefaction within sclerotic bone. 
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Case 2. J. B., a 68 year old negro man, was ad- 
mitted to Charity Hospital on October 17, 1946, with 
chronic osteomyelitis of the lower right femur. A re- 
liable history was not obtainable but apparently an 
injury of the lower right femur was incurred five 
years previous to admission. He developed intermittent 
drainage and abscess formation on the inner and outer 
aspects of the lower thigh. 

Examination of the right lower extremity revealed 
draining sinuses on the medial and lateral aspects of 
the knee region. The knee was fixed at 175 degrees 
extension. Radiographs of the right knee revealed an 
extensive osteomyelitic process involving the lower 
femur and knee joint (Fig. 2, A). There were several 
areas of destruction and sequestra were present. The 
knee joint appeared to be destroyed and the patella 
was united to the femur. 


An amputation at the junction of the lower and 
middle third of the thigh was done on October 29, 
1946. Examination of the microscopic sections was 
reported as showing the bone marrow replaced by 
dense fibrous tissue in which cords and nests of 
epidermoid carcinoma were infiltrating. There was 
gross and microscopic evidence of metastasis to the 


FIG. 3, A 
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femur, patella, and tibial condyles by the epidermoid 
carcinomatous process (Fig. 2, B). When last seen this 
patient was in good health. 


Case 3. W. W., a 70 year old white man, was ad- 
mitted to Charity Hospital on May 30, 1947, because of 
chronic drainage from the middle third of the right 
tibia. He had had a compound fracture of the middle 
third of the right tibia 37 years prior to admission 
as the result of a log falling on him. The wound 
never healed completely and drained intermittently. 
A split-thickness skin graft done elsewhere two years 
previously was unsuccessful. 


Examination of the right leg revealed a large ulcer 
approximately 4.5 by 6.5 cm. located on the antero- 
medial aspect in its middle third. The underlying 
tibia was exposed and the ulcer was crater-like with 
a foul discharging material. On the surface of the 
ulcer as well as on its edges were found small, corni- 
fied growths which were adherent and tended to recur 
when removed. There was bilateral inguinal lymph- 
adenopathy with nodes on the right side being the 
largest. A roentgenogram of the right tibia and fibula 
revealed an extensive osteomyelitis of the middle 
third of the tibia (Fig. 3, A). Several large areas of 
rarefaction and sclerosis were noted. 


A biopsy was done on October 27, 1947, and was 
reported by the pathologist as well-differentiated epi- 
dermoid carcinoma, Grade II (Fig. 3, B). There was 
marked epithelial hyperplasia with irregular down- 
growths of hyperplastic epithelium deep into the 
corium. The central portion showed a well-differen- 
tiated epidermoid carcinoma composed of large prickle 
cells with marked keratinization. 


A supracondylar amputation was done on August 
1, 1947, followed by a dissection of the groin on the 
right side one month later. It was thought that the 
inguinal nodes were involved in the metastatic process 
but the pathologist reported only inflammatory 
changes. 


This patient has been followed closely in the out 
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FIG. 4, A 


patient department and to date there has been no 
evidence of recurrence. 


Case 4. J. H., a 50 year old white man, had suf- 
fered a partial traumatic amputation of the right 
foot at the age of 8 years with loss of the inferior 
and posterior portions of the left os calcis. The de- 
nuded area over the left os calcis healed with scarring. 
He developed chronic ulceration with drainage which 
had been present for two years prior to admission. 
A tube graft from the abdomen was placed over the 
defect June 28, 1944. Following weight-bearing the 
area broke down, and on January 6, 1945, a split- 


FIG. 4, B 
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thickness graft was attempted but failed to survive. 
A roentgenogram of the os calcis demonstrated con- 
siderable sclerosis present with destruction of the 
inferior and posterior aspects (Fig. 4, A). Biopsy of 
the skin edges of the ulcer February 7, 1945, was re- 
ported as epidermoid carcinoma. 


An amputation was done below the knee on June 
5, 1945. The final gross and miscroscopic examination 
of the os calcis revealed epidermoid carcinoma, Grade 
II, involving the skin and bone (Fig. 4, B). A groin 
dissection was done on the left side on June 29, 1946, 
but there was no evidence of metastasis. This patient 
has had no recurrence and walks very well with 
bilateral prostheses below the knee. 


Case 5. J. S., a 46 year old negro man, was ad- 
mitted to Charity Hospital on May 6, 1947, because 
of a chronic ulcer of the right lower leg. There was 
a history of injury to the right leg 30 years previously 
with recurrent episodes of healing followed by drain- 
age. Ten months prior to admission an ulcer de- 
veloped on the lower aspect of the leg. This became 
progressively larger and was associated with so much 
pain that he has been unable to bear weight for the 
past three months. 

The examination was entirely negative except for 
the presence of a dirty necrotic ulcer with drainage 
on the lower aspect of the right leg. Radiographs of 
the right leg showed some cortical thickening of the 
distal one-half of the tibia and several areas of rare- 
faction involving the tibia and fibula (Fig. 5, A). 

A biopsy of the ulcer was taken on March 27, 1948, 
and the pathologic report was epidermoid carcinoma, 


FIG. 5, A 
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Grade II, showing well-differentiated tissue with nar- 
row cords and nests containing numerous keratinized 
epithelial pearls (Fig. 5, B). 

On April 3, 1948, a Gritti-Stokes amputation of the 
right thigh was done. The patient made an uneventful 
recovery and has shown no sign of recurrence. 


Case 6. L. C., a 40 year old negro man, was ad- 
mitted to Charity Hospital on April 27, 1939, because 
of a chronic discharging ulcer of the right foot. The 
lateral four toes of the right foot were amputated at 
the age of 12 as the result of an ax injury. Four 
years prior to admission a small ulcer appeared at 
the site of the healed scar. The ulcer became pro- 
gressively larger and discharged a foul-smelling pus. 
There was considerable pain in the foot. 


Upon examination it was found that the entire 
dorsal and lateral aspect of the right foot was involved 
in a necrotic mass. There were numerous draining 
sinuses present and discharging foul pus. The tarsal 
and metatarsal bones were visible and part of the 
diseased process. The roentgenograms were reported 
as showing marked destruction of the lower tibia, 
ankle and foot. 


Because of the extensive involvement it was felt 
that an amputation was necessary. A supracondylar 
amputation was done on May 2, 1939, and the micro- 
scopic sections revealed an epidermoid carcinoma, 
Grade II, with marked keratin formation and spherical 
nests and cords infiltrating deep into the subcutaneous 
tissues. One of the sinus tracts was found lined by 
stratified squamous epithelium from which carcinoma 
cords projected downward into the adjacent tissues 
(Fig. 6). 

Case 7. N. W., a 46 year old white man, was ad- 
mitted to Charity Hospital on April 26, 1945, because 
of an ulcer of the right leg of 18 months duration. 
Thirty-eight years prior to admission he had a com- 
pound fracture of the middle third of the right tibia. 
The skin overlying the fracture site never healed 
completely and he had chronic drainage from the 
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leg. The ulcer was painful and slowly progressed in 
size. 

Examination was negative except for the large ulcer 
overlying the middle third of the tibia. Radiographs 
of the leg showed soft tissue destruction and an area 
of decreased density compatible with destruction and 
chronic osteomyelitis of the medial aspect of the 
middle third of the shaft of the tibia. 


A biopsy was done on May 5, 1945, and reported 
as an epidermoid carcinoma. The patient refused am- 
putation and no follow-up is available as he has not 
returned to the hospital. 


Case 8 is unique in that it represents the 
possibility of carcinoma developing in a tu- 


,berculous sinus tract. In Bosworth’st expe- 


rience it has never been encountered. Despite 
negative cultures and sections for acid-fast 
bacilli, it is possible that the course of strepto- 
mycin which he received for two years prior 
to amputation could have rendered the sec- 
tions sterile. 


Case 8. This 49 year old white male radio tech- 
nician was initially admitted to the Veterans Adminis- 
tration Hospital in New Orleans in October, 1950, 
with a diagnosis of tuberculosis involving the left knee 
joint. This patient gave a history of having struck 
his knee in 1937, with subsequent development of 
pain up until the present admission. The patient 
stated that he had a saucerization done by a local 
physician at Touro Infirmary at New Orleans in 
April, 1938, which showed tuberculosis and was proved 
by guinea pig inoculations. The patient had drainage 
following the saucerization. A nephrectomy for a tu- 
berculous kidney was done on the right side in 
1940, and a bilateral orchidectomy for tuberculosis 
was done in 1941. The patient was given 200 doses 
of streptomycin which thinned the drainage from 
1948 to 1949. In June, 1950, the patient had pain, 
swelling and limitation of motion in the left knee 
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with a deep opening over the upper third of the 
tibia anteriorly, which was exuding yellow pus. 

On admission to the Veterans Administration Hos- 
pital the chest film showed an old healed tuberculosis. 
The sedimentation rate on admission was 36, urine 
was negative for acid-fast bacilli on four occasions, 
sputa were negative for the organisms on two occasions 
and gastric washings were negative also. The wound 
was cultured on admission showing a B. proteus and 
Staphylococcus aureus, sensitive to streptomycin and 
chloramphenicol. No acid-fast organisms were seen in 
the culture from the pus. 

On October 27, 1950, an open circular amputation 
was done on the left side at the supracondylar level. 
Traction was subsequently applied, and the patient’s 
course was then observed periodically while on the 
ward; wrappings with Ace bandages were used and 
the open wound subsequently closed. On January 8, 
1951, he was found to have a twelve inch stump with 
full active range of motion to the hip and with 10 
degree flexion contracture of the hip. X-ray films 
of his chest at that time showed no change. Films 
of the stump showed no change or activity. 

On January 26, 1951, the Orthopedic Department 
was notified by the Pathology Department that slides 
from the sinus tract of the amputation stump re- 
vealed an epidermoid carcinoma in the sinus tract 
involving both tract and bone (Fig. 7). On March 8, 
1951, the patient obtained a routine type of prosthesis 
above the knee which he has utilized and has been 
able to walk very satisfactorily. 


Summary 


All of the eight cases reported by the au- 
thors occurred in males between the ages 
of 40 and 70 with an average age of fifty-two. 
Four of the group were colored and four 
were white and had a history of drainage 
from 2 to 38 years with an average of 19 years 
of drainage. All involved the lower extremity, 
of which four showed malignant changes in 
bone. None of the cases had metastatic in- 
volvement of regional lymph nodes. All of 
this group gave a history of injury with the 
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subsequent development of chronic osteomye- 
litis.s An amputation was done in all cases 
except one in whom it was advised but the 
patient refused. 
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Discussion (Abstract) 


Dr. George W. Horton, Odessa, Tex. 1 think the 
authors are to be congratulated on two points: first, 
for a very excellent technical coverage of the subject; 
and secondly, for again calling to our attention some- 
thing that I am afraid most of us are prone to 
overlook, namely the development of malignancy in 
chronic sinuses. We are too prone to see a patient 
come into the office with osteomyelitis and realizing 
the discouraging past, feel, “Oh, there is another case 
of osteomyelitis, and he needs temporary relief, and 
that’s all.” 

It was interesting to me to find in reviewing what 
literature I had at my disposal that as early as 1828 
the presence of malignancy in chronic sinuses was 
brought to the attention of the medical profession. 
Again in 1894, again in 1931, in 1941, and then the 
rather extensive paper by Drs. McAnnally and Dean 
of Rochester in 1949, called this condition to our 
attention. 


I think we ought to take a lesson from our gynecolo- 
gist friends and start thinking of precancerous lesions 
as applied to bone and bone infection. Certainly the 
best treatment of any malignancy: is prevention. I 
do feel that we have nowadays much better hope 
of relieving chronic osteomyelitis with the method 
mentioned by the authors, of saucerization and skin 
grafts, or with the method which Dr. Howard and 
Dr. Keefer in Boston worked out some ten or twelve 
years ago. I was there and did a lot of the tedious 
dissections, removing the soft tissue with the intro- 
duction of a very small catheter down in the bone 
cavity, suturing the wound, and instilling penicillin 
in those cases in which the organisms were penicillin 
susceptible. I have found that those cases have in 
my hands given the most satisfactory results in se- 
lected instances because, on removal of the sutures, 
the patients are well and remain well for a number 
of years, whereas perhaps for 10 or 15 years they 
had continued to drain. 


Judicial use of culture and sensitivity studies in 
the laboratory combined with clinical judgment should 
offer us a little more hope for osteomyelitis, a little 
better prevention of these malignancies which do 
occur and are a little more common probably than 
have been recorded in the literature. I am sure that 
some of them have been overlooked, amputation being 
done without benefit of pathologic studies. 


Again I want to thank the authors for a very 
excellent paper. 
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Degeneration (Red) of Fibroid Tumors 
in Pregnancy and Puerpertum 


FEBRUARY 1957 


Requiring Surgical Intervention’ 


in leiomyomas as the result of pregnancy. 


THE INCIDENCE OF FIBROID TUMORS associated 
with pregnancy varies from 0.79 per cent to 
1 per cent.! Approximately one-third of these 
tumors are of clinical importance, and a very 
small percentage of this third requires surgical 
intervention for red degeneration.! Many 
authorities think that red degeneration should 
be treated conservatively if possible.* Oc- 
casionally, however, surgical intervention be- 
comes necessary. 


Case Reports 


During the past two years we have treated 
four patients for this complication. The cases 
are reported to indicate the various stages of 
pregnancy and puerperium in which surgical 
intervention may be required in handling 
red degeneration. 

Case 1. G. F., age 33, with a history of relative in- 
fertility and uterine myoma, aborted a two months 
pregnancy at home. Six weeks later she was admitted 
to the hospital with abdominal pain, vaginal bleeding 
and fever. Examination revealed a temperature of 
103° F., leukocytosis, anemia and a tender pelvic 
mass. 

The patient was treated with antibiotics and sup- 
portive measures for two weeks, and this was followed 
by a hysterectomy. Her convalescence was uneventful. 
The pathologic diagnosis was leiomyoma with red 
degeneration (Fig. 1). 

Case 2. H. E. J., age 32, with a 9 year history of 
infertility, was admitted to the hospital complaining 
of severe pain, cramping and amenorrhea of three 
months. On the night of admission she began spotting 
and aborted a 16 weeks fetus the following day. A 
manual removal of the placenta was necessary; exam- 
ination revealed a large uterine fibroid. 


Her convalescence was uneventful, and she was dis- 


*Read at the interim meeting of District VII of the Amer- 
ican Academy of Obstetrics and Gynecology, March 10, 1956, 
Memphis, Tenn. 

+From the St. Michael’s Hospital, Texarkana, Ark., and the 
Texarkana Hospital, Inc., Texarkana, Tex. 


WILLIAM B. HARRELL, M.D.,t Texarkana, Ark.-Tex. 


The author illustrates one of the complications which may occur 


charged on the eighth postoperative day. That night 
she was readmitted, bleeding and in shock, with a 
blood pressure of 80/60 and a pulse of 104. She re. 
sponded well to oxytoxics and transfusion. Two days 
later after further profuse vaginal bleeding, a hyster- 
ectomy was done. Her convalescence was uneventful. 
The pathologic diagnosis was leiomyomas showing red 
degeneration and postpartum hypertrophy of the 
myometrium (Fig. 2). 

Case 3. A. R., age 27, had been married 9 years with 
no pregnancies. She was admitted to the hospital with 
severe abdominal pain, fever and slight vaginal bleed- 
ing. A pregnancy test was positive. Examination re- 
vealed a temperature of 100.4° F., pulse 96, and leuko- 
cyte count of 10,000. The uterus was enlarged to the 
size of an eight weeks pregnancy with a tender lemon- 
sized fibroid on the left wall. 


The next day, vaginal bleeding became profuse and 
was accompanied by severe pain and increased fever. 
A laparotomy was done and the tumor was enucleated. 
The patient made an uneventful recovery and her 
pregnancy continued intact. The pathologic diagnosis 
was leiomyomas with red degeneration (Fig. 3). 

A normal male infant weighing seven pounds was 
eventually delivered by cesarean section. 


FIG. 1 


(Case 1) Uterine fibroid which has undergone complete red 
degeneration. Several small cavities of liquefaction present. 
Cervix and endometrial cavity can be seen below tumor 
mass. 
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(Case 2) Supracervical hysterectomy for fibroid tumor show- 
ing red degeneration. Central portion of tumor is quite red; 
a narrow rim of undegenerated tumor tissue lies along 
lower edge. Endometrial cavity seen below tumor mass. 


Case 4. Q. E. G., age 36, with a history of nine years 
of infertility, was admitted to the hospital with preg- 
nancy at term. Examination revealed multiple fibroids, 
toxemia of pregnancy and a contracted pelvis. A 
cesarean section was done, delivering a normal living 
infant. Because of the patient's poor condition, a 
hysterectomy was not undertaken. Her recovery was 
uneventful. 


Two months later, the patient developed severe 
abdominal pain and vaginal bleeding. Examination 
on readmission to the hospital revealed a temperature 
of 99.4° F., pulse 80, leukocyte count 12,000, and a 
large, tender pelvic mass. At laparotomy it was in- 
teresting to note that one of the fibromyomas had 
become parasitic, receiving most of its blood supply 
from the omentum (Figs. 4 and 5). A hysterectomy 
was performed, and the patient’s recovery was un- 
eventful. The pathologic diagnosis was leiomyomas 
with red degeneration (Fig. 4). 


FIG. 3 


(Case 3) Fibroid tumor undergoing red degeneration. Several 
areas of red degeneration are present giving section a dull 
Sreyish-red cast. 


(Case 4) Supracervical hysterectomy for fibroid tumor show- 
ing red degeneration. Largest one is seen on cut section at- 
tached to uterus. Another detached parasitic fibroid is seen 
on cut section. Both reveal pale red degenerated surface with 
areas of mucinous degeneration. 


Discussion 


Red degeneration of leiomyomas occurs 
more frequently in the gravid than the non- 
gravid uterus.® 


Medical authorities differ in their opinions 
as to the exact cause of this degenerative 
process. Some British pathologists believe that 
fibroids hypertrophy during pregnancy in re- 
sponse to hormonal influence, and that such 
hypertrophy frequently outstrips the blood 
supply, resulting in degeneration.* 


Novak,® on the other hand, does not be- 


FIG. 5 


(Case 4) Microscopic section of parasitic fibroid which has 
undergone red degeneration. Considerable hyalinization is 
present and the blue-staining characteristics of nuclei en- 
tirely lost. Ghost cells can be seen and large spaces indi- 
cating area of mucinous degeneration, (X50) 
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lieve hormones are involved in the process. 
He suggests that the present evidence for 
hormonal etiology of this complication is un- 
substantiated, and that he has observed many 
cases of red degeneration in nonpregnant 
women. In his opinion the lesion appears to 
be an aseptic necrosis associated with local 
hemolysis. 

Brown® is of the opinion that trauma oc- 
casionally may precipitate acute thrombosis 
and aseptic degeneration. He suggests that the 
developing pregnancy brings about a thinning 
of the uterine wall and forces the myoma to 
the surface, thus giving the appearance of 
growth. The rotation of the myomas in rela- 
tion to the uterine wall may cause a kinking 
or compression of the vessels resulting in vas- 
cular occlusion and anoxic necrosis. If this 
occurs suddenly, red degeneration results. 

Most of the theories appear to be built 
around the diminished nutrition in the tumor 
which follows thrombosis or venous conges- 
tion and subsequent hemorrhage. Trauma, 
from injury of the fibroid capsule and due 
to rearrangement of the tumor’s form as 
pregnancy advances, may be a factor. 


Summary 


1. Four cases of red degeneration associated 
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with pregnancy and the puerperium in which 
surgical operations have been performed have 
been reported. 

2. Red degeneration of a parasitic leiomy- 
oma receiving most of its blood supply from 
the omentum was noted in one of the cases, 


3. Red degeneration should be treated con- 
servatively if possible, but it is felt that surgi- 
cal intervention is indicated in some cases. 


4. The indications for surgical interven- 
tion in the red degeneration of fibroids as- 
sociated with pregnancy and in the puer. 
perium are as follow: (a) severe pain not 
relieved by sedation; (b) fever and leukocy- 
tosis; and (c) uterine hemorrhage. 


5. The presence of fibroids is not always a 
serious complication to pregnancy, labor, and 
the puerperium; but red degeneration of the 
fibroids markedly increases the seriousness of 
the complication. 
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WILLIS KELLY WEST, M.D. 
PRESIDENT-ELECT 


Dr. Willis Kelly West was born in Uvalde, 
Texas, November 11, 1890, one of six chil- 
dren. He is the son of Dr. A. K. West, who 
left a career as a Texas rancher to study med- 
icine. Dr. West’s father received his M.D. de- 
gree from the Memphis Hospital Medical Col- 
lege in 1893. The family located in Smith- 
ville, Texas, later moving to newly-founded 
Oklahoma City in 1899. 

The President-Elect attended Oklahoma 
University in Oklahoma City receiving his 
Bachelor of Science degree in 1913, and his 
Doctor of Medicine degree in 1915. Dr. West 
over many years has had a major interest in 
the University of Oklahoma School of Medi- 
cine. This interest stems in part from the 
strategic role in the founding of this school 
by his father. Before Oklahoma was admitted 
to statehood, Dr. A. K. West, along with five 
other prominent Oklahoma City physicians, 
simply bought a building and started teach- 
ing medical students. This school, founded 
in pioneer fashion as a part of Epworth Col- 
lege, later in 1911 became the Oklahoma Uni- 
versity School of Medicine. 

Dr. West married Miss Miriam McGuffin, 
a native of Guthrie, Oklahoma, September 7, 
1918. The Wests have four children, a son and 
three daughters. The son, Dr. Kelly M. West, 
internist of Oklahoma City, is associated with 
the University of Oklahoma School of Medi- 
cine as Instructor in Medicine. The daugh- 
ters are: Mrs. Marjorie West Ford, Seattle, 
Washington; Mrs. Margaret West Miller, 
Manila, Philippine Islands; and Mrs. Carolyn 
West McCampbell, Pittsburgh, Pennsylvania. 

Soon after graduation, Dr. West entered 
the military service and was stationed with 
the 36th Division, 1917-1919, as division ortho- 
pedic surgeon. 

Dr. West, in addition to his private prac- 
tice of orthopedic and fracture surgery, is 
Professor of Orthopedic Surgery at the Uni- 
versity of Oklahoma School of Medicine, and 
Chief Consultant in Orthopedic Surgery at 
Veterans Administration Hospital. He is a 
member of the American Orthopedic Associa- 
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tion, the Clinical Orthopedic Society, The 
American College of Surgeons, the American 
Railway Surgeons Association, and a member 
and medical advisor of the Oklahoma Chap. 
ter of the National Foundation for Infantile 
Paralysis. He is a member of Phi Beta Pi and 
Alpha Omega Alpha medical fraternities. 

His medical society affiliations include the 
Oklahoma County Medical Society, the Ok- 
lahoma State Medical Association, The Amer- 
ican Medical Association, and the Southern 
Medical Association. 

The President-Elect joined the Southern 
Medical Association in November 1920, and 
has remained a member continuously since 
that time for a total of 37 years. He has an 
outstanding record of attendance at the As 
sociation’s annual meetings having attended 
23 since his first meeting in 1921. Dr. West 
was a member of the Council representing 
Oklahoma from 1934 to 1938 inclusive, and 
was Chairman of the Council in 1938 pre 
siding over the Council at the annual meet- 
ing that year in Oklahoma City. He served as 
Vice-Chairman of the Section on Orthopedic 
and Traumatic Surgery in 1952 and was its 
Chairman in 1953. He also served as Chair- 
man of the Nominating Committee for this 
Section at the St. Louis meeting in 1954. Dr. 
West has appeared on the scientific program 
of the Association seven times—Memphis 
1927, Louisville 1930, Birmingham 1932, 
Baltimore 1936, St. Louis 1941, Atlanta 1953, 
and Houston 1955. All of these papers have 
been published in the Southern Medical 
Journal.* 

Mrs. West has been active in the Woman’ 
Auxiliary of the Southern Medical Associa 
tion. She served as its President in 1939 and 
presided over its sessions in Memphis of that 
year. She was Chairman of the Budget Com 
mittee at the St. Louis meeting in 1954. 


*“The Use of the X-ray in the Treatment of Fractures,” 
December 1928. 

“Fractures of the Shoulder: Methods and Results,” Novem 
ber 1931. 

“Treatment of Fractures in Children by the Use of Skeletal 
Traction,” July 1933. 

“The Choice of Bone Grafts in Fracture Surgery,” July 199. 

“The Treatment of Slipped Upper Femeral Epiphyse, 
December 1942. 

“Repair of Benign Bone Tumors,” December 1953. 

“Intramedullary Fixation in Fractures of the Upper & 
tremity,”” May 1956. 
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In the 51 years of the Association’s history, 
Dr. West will be the first President from the 
Orthopedic and Traumatic Surgery Section. 
Prior to his election, Oklahoma had had only 
one President of the Association which was 
25 years ago when Dr. Louis J. Moorman of 
Oklahoma City held this office in 1932. Since 
1932 every state in the Association’s territory 
has had at least one President. Four of the 
states, Florida, Georgia, Mississippi and 
Texas, have had two: and one state, Kentucky, 
has had four. 


Dr. West is a member of the Oklahoma 
City Men’s Dinner Club and the Oxlahoma 
City Golf and Country Club. He is a member 
of the Board of Stewards of the St. Luke’s 
Methodist Church in his home city. 
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SPLENIC INFARCTION DUE TO 
SICKLEMIA AND AIR TRAVEL 


It seems most appropriate to review in this 
Journal the syndrome of splenic infarction as 
related to sicklemia upon exposure to high 
altitudes. The first such instance was reported 
only a half dozen years ago, but since that 
time a number of cases of this syndrome have 
been reported. It has been faced as a problem 
in the Air Force. Undoubtedly an increasing 
number of Negroes will be using the com- 
mercial airlines in future years, and it may 
be anticipated that the syndrome will be en- 
countered more often. A corollary of this will 
surely be the asking of advice from the med- 
ical profession by Negroes who propose to use 
air travel. 


Though the first case of splenic infarction 
due to sicklemia was reported in 1950,1 the 
problem had been anticipated and explored 
as early as 1946. In that year, because of the 
accepted belief that intravascular sickling was 
due to a decrease in oxygen tension, a study 
was made on several hundred negro aviation 
cadets and combat veterans, 23 of whom had 
sicklemia. Though no real clinical difficulties 
were encountered in this and another similar 
study, there was evidence of increased intra- 
vascular sickling in some of the subjects taken 
to 10,000 to 15,000 feet altitudes, and it was 
predicted that sooner or later a problem 


1. Sullivan, B. H., Jr.: Danger of Airplane Flight to Per- 
sons with Sicklemia, Ann. Int. Med. 32:338, 1950. 
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would present itself in a person having sick- 
lemia. 

The first case! of splenic infarction due to 
high altitude flying was that of an 18 year old 
colored man who, on flying over the Rocky 
Mountains (altitude 10,000 to 16,000 feet), 
developed nausea and cramping pain in the 
left upper quadrant. The latter lasted for 
several days and was aggravated by the jarring 
of walking. Sudy at the Walter Reed Hospital 
demonstrated sickling of his erythrocytes, and 
splenic enlargement which decreased little in 
size in a two month period of observation. In 
his review on Sickle Cell Anemia, Margolies? 
attached little significance to this case report 
in light of the previous studies referred to 
above. However, he cautiously suggested that 
persons having the sickle cell trait should 
have oxygen available in high altitude flying. 

Only about two years later, medical of- 
ficers* at an Air Force Hospital in Wyoming 
reported six cases of splenic infarction due to 
sicklemia. All the patients were seen shortly 
after having spent at least an hour at an alti- 
tude of 10,000 to 15,000 feet in an unpres- 
surized plane. Five of the six were veterans 
of the Korean War who had returned to the 
West Coast by ship and were each enroute 
to the East when they developed symptoms. 
The sixth case was that of a soldier flying 
from Texas to Wyoming. 

The six Negroes were between 18 and 23 
years of age. All were well on boarding the 
plane. Within a half to four hours they be- 
came nauseated, vomited frequently and de- 
veloped varying degrees of pain in the left 
upper quadrant of the abdomen. In five in- 
stances the degree of illness led to a special 
landing. 

The clinical picture in all was summarized 
as follows. Though they were afebrile on ar- 
rival at the hospital, all developed from 2 to 
5 degrees of fever within 48 hours. This was 
accompanied by anorexia, sweating, abdom- 
inal distension and increasing abdominal pain 
in the left upper quadrant. Decreased breath 
sounds and dullness on percussion of the left 
lower chest were demonstrable. Radiologic 
studies in various positions showed one or 


2. Margolies, M. Price: Sickle Cell Anemia. A Composite 
Study and Survey, Medicine 30:357, 1951. 

3. Cooley, Jack C., Peterson, Wesley L., Engel, Charles E., 
and Jernigan, James P.: Clinical Trial of Massive Splenic 
Infarction, Sicklemia Trait, and High Altitude Flying, 
J.A.M.A. 154:111, 1954. 
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more of the following: “ (1) localized dilata- 
tion of small bowel in the left upper quad- 
rant; (2) splenic enlargement; (3) elevation 
of the left diaphragm; (4) a serrated margin 
of the greater curvature of the stomach; (5) 
anterior medial displacement of the stomach 
and colon; (6) pleural effusion on the left; 
and (7) absence of the properitoneal line on 
the left.” Sickling was demonstrated. Splenec- 
tomy was done in all instances. All the patho- 
logic specimens showed gross and microscopic 
massive infarction. 

In a letter commenting upon these cases, 
Motulsky* pointed out that at least four of 
the patients had more severe forms of sick- 
lemia than simply the trait. He urged the use 
of paper electrophoresis in classifying the 
cases as, (1) sickle cell trait, (2) sickle cell 
anemia and (3) sickling-hemoglobin C disease 
(the three more common of the five forms). 
He reported in his letter another case of 
splenic infarction due to high altitude flying, 
in a young Negro who was shown to have 
sickling-hemoglobin C disease. 

The most recent case® of splenic infarction 
reported occurred in a young Negro who, 
while flying over the Rocky Mountains in an 
unpressurized commercial plane, developed 
the characteristic clinical pattern. He was 
treated without operation. His electrophoretic 
pattern was that of the sickling trait having 
a predominance of the S-type of hemoglobin. 

Here then is a new syndrome about which 
the earth-bound Negro having sicklemia had 
no worry. When he became air-borne he had 
a new hazard hanging over his head. Though 
to date this syndrome has been a worry main- 
ly to the military, it will become of im- 
portance to the civilian negro air-passenger 
and to his medical advisor, as more and more 
choose air transportation. Though the re- 
ported cases have occurred in the West upon 
flying over the Rockies, we know our un- 
pressurized carriers may be forced to higher 
altitudes to escape storms in the eastern por- 
tions of the country. One anticipates the day 
when the Negro planning a flight will have 
a determination of his electrophoretic hemo- 
globin pattern before he embarks on an un- 
pressurized plane. 


4. Motulsky, Arno G.: Sicklemia, J.A.M.A. 155:388, 1954. 


5. Stock, Albert E.: Splenic Infarction Associated with High 
Altitude Flying and Sickle Cell Trait, Ann, Int. Med. 
44:554, 1956. 
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NEUROSYPHILIS AMONG VETERANS 
OF WORLD WAR II 


An interesting study has been reported 
from the U. S. Department of Health and 
the Veterans Administration.t Spurred on by 
the 5,000 paretics and 1,000 other cripples 
due to syphilis among the veterans of World 
War I and presently hospitalized in V. A. 
hospitals, and the costs of this burden (aver- 
age cost of maintaining a paretic is $40,000), 
a study was undertaken to anticipate this 
problem among the veterans of World War II. 


Between the years of 1940 and 1946 ap 
proximately a half million men in the Armed 
Forces were treated for syphilis. The follow- 
up study was done during the 3 years of 1950- 
52, inclusive, thereby offering roughly a 5 to 
10 year follow-up. By selecting only those 
who, (a) had had no examination of the 
spinal fluid, (b) had a record of a positive or 
doubtful fluid, and (c) had received “in- 
adequate” treatment, the pool for investiga- 
tion was reduced to 122,000. 

Of this number 81,715 actually were in- 
vestigated by state health departments at the 
request of the Veterans Administration, and 
of these 27,786 (34 per cent) were located and 
examined. Blood tests were obtained in all 
of these, and spinal fluid examinations done 
in 13,837. In the final evaluation, in addition 
to the criteria for selection noted above, was 
a further limitation of the group to those 
who had a service diagnosis of acute syphilis, 
had been untreated before induction, and 
had had a spinal fluid examination after 
separation from service. The final group for 
statistical evaluation numbered 8,317 veterans. 


The number in this group who had positive 
spinal fluids was 140 (1.7 per cent) and doubt- 
ful ones 42 (0.5 per cent) a total of 2.2 per 
cent. In the Armed Forces a minimum of 
4,800,000 units of penicillin or 40 injections 
of arsenic was given in 26 per cent of the 8,317 
veterans; a minimum of 2,400,000 units of 
penicillin or 20 injections of arsenic was re- 
ceived by 99.8 per cent. An interesting point 
to the syphilologist is that 7,132 (86 per cent) 
of the 8,317 studied were still in the primary 
stage when treatment was begun. Thus, the 
rate of invasion of the central nervous system 
seems to be about 2 per cent even with what is 


1. Taggart, S. Ross, Russell, Stanley B., and Price, Eleanor 
V.: Report of Syphilis Follow-up Program Among Vet- 
erans After World War II, J. Chron. Dis. 4:579, 1956. 


VOLUME 50 


accepted as reasonably adequate treatment. In 
a group of 658 veterans who received anti- 
syphilitic treatment between the time of sepa- 
ration from service and the later follow-up, 
the rate of positive findings in the spinal 
fluid was 6.84 per cent. The authors indicate 
they do not know what part reinfection or 
failure of the original treatment played in 
this group. (Your reviewer would suggest 
that neurorecurrence was probably a prom- 
inent factor.) In this group of 658, positive 
blood tests were highly indicative of an ab- 
normal spinal fluid which was found in 20 
per cent of these, whereas the spinal fluid 
was abnormal in only 2.8 per cent of the 
seronegative cases. Among the remainder of 
the 8,317 who received the original treatment 
in the Armed Forces, the spinal fluids were 
abnormal in 8.46 per cent of those who still 
carried positive blood tests, and were ab- 
normal in 1.1 per cent of those who had nega- 
tive blood tests. 


If the results of this study may be applied 
to the 500,000 veterans who were treated for 
syphilis in the Armed Forces, it is estimated 


Bacteriologic Investigations in Rheumatoid Arthritis* 


“The clinical evidence pointing to an infective origin 
of rheumatoid arthritis has led numerous investigators 
to seek a bacterial agent to which etiologic significance 
could be ascribed. A wide variety of such agents has 
been reported by various workers at various times, 
but the lack of uniformity in the results obtained has 
served to confuse rather than to clarify the issue. . . . 


“The remarkable results recently reported by Cecil, 
Nicholls and Stainsby on the bacteriology of the blood 
and joints in rheumatoid arthritis are of particular 
interest. These authors, by the use of a special technic, 
claimed to have demonstrated the presence of strepto- 
cocci in the blood stream in 61.5 per cent of a series 
of 78 patients examined. They reported that 83.3 per 
cent of the strains recovered are culturally and bio- 
logically identical and appear to be “attenuated hemo- 
lytic streptococci.” They also reported that a strepto- 
coccus culturally and biologically identical with the 
strain isolated from the blood can sometimes be cul- 
tivated from one of the affected joints of the same 
patient. 


“Because of the unusual nature of this report and 
the importance of such an observation in the study 


*Dawson, Martin H., Olmstead, Miriam, and Boots, Ralph 
H.: Bacteriologic Investigations On the Blood, Synovial Fluid 
and Subcutaneous Nodules in Rheumatoid (Chroinc Infectious) 
Arthritis, Arch. Int. Med. 49:173, 1932. 
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that 15,000 are potential candidates for clin- 
ical neurosyphilis. 


This is a most important study since it 
points up facts of which every syphilologist 
is aware, that no treatment is 100 per cent 
effective in the practice of medicine. An in- 
volvement of the central nervous system seems 
to occur in about 2 per cent of cases, even if 
treatment has been adequate in primary 
syphilis. (There is good reason to believe that 
this failure rate is much higher if syphilis has 
already reached the secondary stage before 
treatment is begun.) What the rate of aortic 
involvement is, cannot even be guessed in a 
4 to 10 year follow-up after treatment. 


He who assumes responsibility for the treat- 
ment of the patient with acute syphilis must 
be aware of the biologic characteristics of the 
disease. Therefore he must be prepared to 
follow the course of the patient for at least 5 
years after treatment, so that spinal fluid ex- 
amination may be repeated when and if in- 
dicated, and that further treatment be given 
if it appears to be necessary. 


of rheumatoid arthritis the present investigation was 
undertaken. . . . 

Summary: 

1. One hundred and five blood cultures, the ma- 
jority in duplicate, were carried out on 80 patients 
suffering from rheumatoid arthritis according to the 
technic of Cecil, Nicholls and Stainsby. As control 
material, 31 samples of blood from normal persons 
and 16 samples of sterile autoclaved agar were sub- 
jected to similar manipulations. 

2. The blood cultures on patients suffering from 
rheumatoid arthritis failed to yield organisms that 
could be considered of etiologic significance. 

3. No significant difference was observed in the 
bacteria encountered in the blood cultures of patients 
and those observed during the culture of the control 
material under similar conditions. 

4. Streptococcus viridans was occasionally encount- 
ered during the culture of the control material as 
well as during the culture of specimens of the patients’ 
blood. 

5. Aerobic and anaerobic cultures of 23 specimens 
of synovial fluid obtained from patients suffering 
from rheumatoid arthritis failed to yield organisms 
that could be considered of etiologic significance. 

6. Aerobic and anaerobic cultures of 12 subcutan- 
eous nodules obtained from patients suffering from 
rheumatoid arthritis failed to yield organisms that 
could be considered of etiologic significance.” 
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ALABAMA 


Dr. Robert Berson, Birmingham, has been named a 
member of the Expert Advisory Committee for the 
Professional Nurse Traineeship Program of the Public 
Health Service. 

Dr. W. G. Thuss, Jr., Birmingham, has been ap- 
pointed the first associate professor of industrial 
medicine in the University of Alabama Medical Col- 
lege Department of Preventive Medicine and Public 
Health. The appointment was announced by Dr. 
Robert C. Berson, University of Alabama vice presi- 
dent for health affairs. Dr. Thuss is medical director 
of Hayes Aircraft Corporation in Birmingham and is 
in practice with Thuss Clinic. 


ARKANSAS 


Dr. Jack E. Mobley has rejoined the staff at the 
Mobley Clinic in Morrilton. 

Dr. W. R. Alstadt, Little Rock, has been named 
president-elect of the American Dental Association. 

A new medical center was opened October 14 at 
Siloam Springs. Drs. James D. Huskins, Cal D. Gunter 
and B. J. Puckett have new offices there. 

Dr. J. H. Pinson, Jr., has been elected chief of the 
medical staff of Warner Brown Hospital, El Dorado. 
Other new officers are: Drs. G. H. Landers, vice-chief; 
W. S. Rainwater, secretary; and D. E. White, member 
of the executive board. 

Dr. T. J. Raney, Little Rock, has been appointed 
by Pulaski County as health officer on a part-time 
basis. 

Dr. Reuben L. Chrestman, Jr., Helena, has been 
elected to membership in the Arkansas Society of 
Obstetrics and Gynecology. 


DISTRICT OF COLUMBIA 


Dr. Warwick T. Brown has been elected vice presi- 
dent of the Maryland-D.C.-Delaware Hospital Associa- 
tion. 

Dr. Jack Masur, Chief of the Bureau of Medical 
Services, is now director of the Clinical Center of the 
National Institutes of Health. He succeeds Dr. D. W. 
Patrick. 

Dr. John L. Parks of George Washington University 
was elected vice-president of the American College of 
Obstetricians and Gynecologists in November. 

The medal of Officer of the Haitian Order Honneur 
et Merite was presented recently to Dr. Winfred 
Overholser, Superintendent, and Dr. Leon Konchegul, 
staff member, St. Elizabeths Hospital. His Excellency 
Jacques Leger, Ambassador of Haiti to the United 
Nations made the presentation in New York. 

Dr. Daniel F. Lynch, President of the American 
Dental Association, has been presented with the An- 
nual Achievement Award from the American Dental 
Society of Anesthesiology. 

Dr. Carolyn S. Pincock was named Medical Woman 
of the Year by the Women’s Medical Society at the 
Annual Medical Women of the Year Luncheon in 
Boston, November 11. 

Dr. John W. Knutson of the Public Health Service 
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was elected President of the American Public Health 
Association at the 84th Annual Meeting in Atlantic 
City, November 12-16. 


FLORIDA 

At the fall meeting of the Florida Pediatric Society 
November 1-4, the following officers were elected: 
Dr. Joel V. McCall, Jr., Daytona Beach, president; 
Dr. Henry G. Morton, Sarasota, president-elect; Dr. 
B. A. Dobbins, Jr., Ft. Lauderdale, secretary-treasurer; 
Dr. W. F. Humphreys, Panama City, director. 

Dr. Thomas J. Zaydon has been certified by the 
American Board of Plastic Surgery. 

Dr. Harold C. Spear has been certified by the Board 
of Thoracic Surgery. 

Dr. Hewitt Johnston, Orlando, and Dr. Henry 0. 
Heath, Pensacola, have been awarded the Golden “T” 
Certificate by the University of Tennessee Medical 
Units for “their half century of service to their fellow 
man.” 

Dr. Rothwell C. Polk, Jacksonville, has been elected 
a Fellow of the American College of Surgeons. 

Dr. Alma Trappolini of Miami has been selected 
as “Woman of Achievement for 1956” by District 10 
of the Business and Professional Women’s Clubs. 

Dr. Benjamin F. Barnes, Chattahoochee, has been 
presented a service pin by the Gadsden County Chap- 
ter of the American Red Cross for 25 years of service 
to the Chapter. 

New officers of the Southern Thoracic Surgical As- 
sociation are: Dr. Duane Carr, Memphis, president; 
Dr. DeWitt C. Daughtry, Miami, vice-president; Dr. 
Hawley H. Seiler, Tampa, secretary-treasurer. 

Dr. Walter W. Sackett, Jr., Miami, was elected 
president of the Dade County Medical Association 
at its annual meeting December 4 in Miami. 


GEORGIA 

The Medical College of Georgia announces a Clinical 
Workshop in the treatment of cardiovascular diseases 
to be held at the College on March 28-30, 1957. The 
Department of Medicine of the College will supervise 
the workshop. Dr. Clarence Thorpe Ray from the 
Department of Medicine of Tulane University will be 
a visiting faculty member. The majority of the mem- 
bers of the panel will be members of the faculty of 
the Medical College of Georgia. Address inquiries to 
Miss Mary P. Hallinan, Eugene Talmadge Memorial 
Hospital, Augusta, Georgia. 

On December 6, 1956, Dr. V. P. Sydenstricker of 
Augusta was unanimously elected a Fellow of the New 
York Academy of Sciences, in recognition of his 
achievements in science. 

Twenty-four Georgians have been named Fellows 
of the American College of Surgeons. They are: Drs. 
Arthur J. Crumbley, Jr., Nathan I. Gershon, William 
E. Goodyear, Thomas N. Guffin, Thomas A. Harris, 
Richard E. King, Stewart M. Long, John H. Rogers, 
Robert A. Sears, James C. Tanner, Jr., John P. Wilson, 
Cecil M. Couves and William E. Van Fleit, all of 
Atlanta; John H. Robinson III, Americus; Eldon L. 
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Comparative Anatomy of the Eye. By Jack H. Prince, F.B. 
0.A., F.S.M.C., F.R.M.S., F.Z.S. (London), Assistant Research 
Professor, Department of Ophthalmology, Ohio State Univer- 
sity. 399 pages. Springfield, Illinois: Charles C. Thomas, Pub- 
lisher, 1956. Price $8.50. 


Six Children. By Estelle J. Foote, M.D., Psychiatrist in 
Charge, Traveling School Clinic, Walter E. Fernald State 
School, Waverley, Mass. 311 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1956. Price $5.50. 


The Menninger Story. By Walker Winslow. 339 pages. New 
York: Doubleday & Company, Inc., 1956. Price $5.00. 


Practitioners’ Conferences. Held at The New York Hospital— 
Cornell Medical Center, Volume 4. Edited by Claude E. 
Forkner, M.D., Professor of Clinical Medicine, Cornell Uni- 
versity Medical College. 407 pages. New York: Appleton- 
Century-Crofts, Inc., 1956. 


Rosenau’s Preventive Medicine and Public Health. Edited by 
Kenneth F. Maxcy, M.D., Professor Emeritus of Epidemiology, 
The Johns Hopkins University School of Hygiene and Public 
Health. Eighth Edition, 1447 pages. New York: Appleton- 
Century-Crofts, Inc., 1956. 


Epilepsy and the Law. By Roscoe L. Barrow, Dean, Univer- 
sity of Cincinnati College of Law; and Howard D. Fabing, 
M.D., 147 pages. New York: Paul B. Hoeber, Inc., 1956. Price 
$5.50. 


Pulmonary Emphysema. Edited by Alvan L. Barach, M.D., 
Clinical Professor of Medicine, Columbia University College 
of Physicians and Surgeons; and Hylan A. Bickerman, M.D., 
Assistant Clinical Professor of Medicine, Columbia University 
College of Physicians and Surgeons. 526 pages. Baltimore: 
The Williams & Wilkins Company, 1956. Price $10.00. 


Organized Home Medical Care in New York City. A Study 

of Nineteen Programs by the Hospital Council of Greater 
New York. Published for the Commonwealth Fund by Har- 
vard University Press, Cambridge, 1956. 521 pages. Price 


Dynamic Psychiatry in Simple Terms. By Robert R. Mezer, 
M.D., Senior Staff Psychiatrist, Community Clinic, Massachu- 
setts Mental Health Center and Harvard Medical School. 162 
pages. New York: Springer Publishing Company, Inc., 1956. 
Price $2.50. 


Diabetes Mellitus. By Howard F. Root, M.D., Medical Di- 
rector of the Joslin Clinic, Boston; and Priscilla White, M.D., 
Instructor in Pediatrics, Tufts University, Boston. 338 pages. 
McGraw-Hill Book Co., Biakiston Division, 1956. 
rice $7.00. 


Clinical Examinations in Neurology. By Members of the 
Sections of Neurology and Physiology, Mayo Clinic and Mayo 
Foundation. 370 pages, 76 figures. Philadelphia: W. B. 
Saunders Company, 1956. Price $7.50. 


Principles of Clinical Electrocardiography. By Mervin J. 
Goldman, M.D., Assistant Clinical Professor of Medicine, Uni- 
versity of California School of Medicine. 306 pages. Los Altos, 
Calif.: Lange Medical Publications, 1956. Price $4.50. 


The Merck Manual of Diagnosis and Therapy. Ninth Edition. 
By Editorial Board, Dr. Charles E. Lyght, Editor. 1833 pages. 
Rahway, N. J.: Merck & Co., Inc., 1956. Price $6.75. 


Anesthesia for Surgery of the Heart. By Kenneth K. Keown, 
M.D., Associate Professor of Anesthesiology, Hahnemann Medi- 
cal College and Hospital, Philadelphia. 109 pages. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1956. Price $3.75. 


Diagnostic Procedures for Virus and Rickettsial Diseases. Sec- 
ond Edition, 556 pages. New York City: American Public 
Health Association, 1956. 


Stocating Spastic Children. By F. Eleanor Schonell, Ph.D., 


235 pages. New York: Philosophical Library, Publishers, 1956. 
Price $6.00. 


Training of the Lower Extremity Amputee. By Donald Kerr, 
B.B.A., Director, National Institute for Amputee Rehabilitation, 

» N. J. and Signe Brunnstrom, M.A., Consultant in Am- 
putee Training, Institute of Physical Medicine and Rehabilita- 
tion, New York University—Bellevue Medical Center. 264 


Pages. Springfield, Illinois: Charles C. Thomas, Publisher, 
1956. Price $6.50. 


Chemosurgery in Cancer, Gangrene and Infections. By Fred- 
eric E. Mohs, M.D., Associate Professor of Chemosurgery, De- 
partment of Surgery, University of Wisconsin Medical School. 
295 pages, illustrated. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1956. Price $13.50. 


Paper Electrophoresis. Ciba Foundation Symposium. Edited 
by G. E. W. Wolstenholme, O.B.E., M.A., M.B., B.Ch., and 
Elaine C. P. Millar, A.H.W.C., A.R.1.C. 220 pages, 74 illus- 
1 Boston: Little, Brown and Company, 1956. Price 


Bone Structure and Metabolism. Ciba Foundation Symposium. 
Edited by G. E. W. Wolstenholme, O.B.E., M.A., M.B., B.Ch., 
and Cecilia M. O’Connor, B.Sc. 292 pages with 121 illustra- 
tions. Boston: Little, Brown and Company, 1956. Price $8.00. 


Community Organization: Action and Inaction. By Floyd 
Hunter, Ruth Connor Schaffer and Cecil G. Sheps. 263 pages. 
em gg ya The University of North Carolina Press, 1956. 
rice $5.00. 


Stuttering. Significant Theories and Therapies. By Eugene 
F. Hahn, Second Edition prepared by Elise S$. Hahn, Uni- 
versity of California. 174 pages. Stanford: Stanford University 
Press, 1956. Price $4.00. 


The Dental Treatment of Maxillo-Facial Injuries. By Sir Wil- 
liam Kelsey Fry, C.B.E., M.C., M.D.S. (Durham), D.Sc. (Mc- 
Gill), F.R.C.S., F.D.S. (Eng.), Consulting Dental Surgeon to 
the Royal Air Force, to the Ministry of Health and to the 
Institute of Dental Surgery; and Terence Ward, M.B.D., F.D.S., 
R.C.S. (Eng.), L.R.C.P., L.R.C.S. (Fd.), Consulting Dental 
Surgeon to the British Army and the Queen Victoria Hospital. 
368 pages. Second Edition. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1956. Price $9.50 


Clinical Roentgenology. Volume IV. The Digestive Tract, the 
Gallbladder, Liver and Pancreas, the Excretory Tract and 
Special Studies Emphasizing Differential Considerations. By 
Alfred A. de Lorimier, M.D., Radiologist, St. Francis Memorial 
Hospital, San Francisco; Henry G. Moehring, M.D., Radiolo- 
gist, Duluth Clinic, and John R. Hannan, M.D., Radiologist, 
Cleveland Clinic Foundation. 653 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1956. Price $24.50. 


Functions of Aut ic Tr itters. By J. Harold Burn, 
M.D., Professor of Pharmacology, Oxford University, Eng- 
land. 215 pages. Published for Vanderbilt University by the 
Williams & Wilkins Company, Baltimore, 1956. Price $5.00. 


Essentials of Histology. By Margaret M. Hoskins, Ph.D., and 
Gerrit Bevelander, Ph.D. Third Edition, 240 pages, with 146 
illustrations and 2 color plates. St. Louis: The C. V. Mosby 
Company, 1956. Price $4.00. 


Postural and Relaxation Training. By John H. C. Colson, 
F.C.S.P., M.S.R.G., M.A.O.T., Principal, School of Remedial 
Gymnastics and Recreational Therapy and Director of Re- 
habilitation, Pinderfields Hospital, Wakefield. 101 pages. 
Springfield, Illinois: Charles C. Thomas, Publisher, 1956. 
Price $2.50. 


Epileptic Seizures. Edited by John R. Green, M.D., and Harry 
F. Steelman, M.D. Based on proceedings of joint meetings of 
the Seventh Western Institute on Epilepsy, the Western So- 
ciety of Electroencephalography, and the American Academy 
of General Practice, 1955. 160 pages. Baltimore: The Wil- 
liams & Wilkins Company, 1956. Price $5.00. 


Neurology of the Ocular Muscles. By David G. Cogan, M.D., 
Professor of Ophthalmology, Harvard Medical School. Second 
Edition. 284 pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1956. Price $8.50. 


Handbook of Pediatric Medical Emergencies. By Adolph G. 
DeSanctis, M.D., Professor of Pediatrics and Chairman of the 
Department, Postgraduate Medical School, New York Univer- 
sity, with Charles Varga, M.D., and ten contributors. Second 
Edition, 371 pages, with 73 illustrations. St. Louis: The C. V. 
Mosby Company, 1956. Price $6.25. 


Practical Pediatric Dermatology. By Morris Leider, M.D., 
Associate Professor of Dermatology and Syphilology, New York 
University Post-Graduate Medical School. 413 pages, 280 pho- 
tographs and 13 drawings. St. Louis: The C. V. Mosby Com- 
pany, 1956. Price $10.50. 
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The Sexual Criminal—A Psychoanalytical Study. By J. Paul 
De River, M.D., Instructor in Criminal Psychiatry and Sexol- 
ogy, California Peace Officers Training Institute, University 
of California. Second Edition. 360 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1956. Price $6.50. 


Report of the Medical Research Council for the Year 1954-1955. 
London: Her Majesty's Stationery Office. Price 10 
shillings. 


Chronicle of the World Health Organization. Vol. 10, No. 7. 
Ninth World Health Assembly on Nurses: Their Education 
and Their Role in Health Programs. 40 pages. New York 
City: Columbia University Press, 1956. Price $0.30. 


Joint FAO/WHO Conference on Food Additives. WHO Tech- 


SOUTHERN MEDICAL JOURNAL 


FEBRUARY 1957 


nical Report Series, No. 107. 17 pages. New York City: Co. 
lumbia University Press, 1956. Price $0.30. 


Expert Committee on Biological Standardization. Ninth Re. 
port. No. 108. World Health Organization. 20 pages. New 
York City: Columbia University Press, 1956. Price $0.30. 


Venereal Diseases. A Survey of Existing Legislation. 44 pages, 
World Health Organization, 1956. New York City: Columbia 
University Press, International Documents Service. Price $0.79, 


The Training of Sanitary Engineers. By Milivoj Petrik, Ing,, 
M.S., Professor of Sanitary Engineering, University of Zagreb, 
151 pages. World Health Organization, Monograph Series No, 
82. New York City: Columbia University Press, 1956. Price 
$4.00. 


The Physician and The Law 
By Rowland H. Long. 284 pages. New York: Ap- 
pleton-Century-Crofts, Inc., 1955. Price $5.75. 


Probably there is not a physician in this country, 
engaged in the active practice of medicine, who is 
not conscious of the rapidly increasing importance 
of Forensic Medicine and of the relationship between 
him and the Law. This volume is designed for the 
doctor who has need of some orientation concerning 
both his responsibility under the Law and his pro- 
tection by the Law. It is not a text or a reference 
volume; instead it is a very general discussion and 
has its merit as a review of the problem rather than 
a source book. 

The average doctor in private practice has never 
been confronted with a malpractice suit, but that this 
is very likely to change is certainly shown by the 
rising rates for malpractice insurance throughout the 
country. Some of the simple ways of avoiding such 
suits and also the fundamentals of protecting oneself 
from liability are discussed. There is, in addition, a 
most interesting study of the responsibility of the 
physician in cases of sudden or mysterious death. 
Some of the more common methods of homicide are 
outlined as well as the causes of natural sudden 
death, and the review is educational as well as in- 
teresting. 

This book is designed for the practitioner and will 
be both interesting and valuable. It is not a substitute 
for a good lawyer, nor is it valid in every instance 
since the laws vary so much in the various states of 
the Union. It is good, easy reading and full of infor- 
mation in its field. 


The Hypophyseal Growth Hormone, Nature and Actions 


Edited by Richmond W. Smith, Jr., M.D., Physician- 
in-Charge, Division of Endocrinology, Henry Ford 
Hospital, Detroit; Oliver H. Gaebler, M.D., Head, 
Biochemistry Department, Edsel B. Ford Institute for 
Medical Research, Detroit; and C. N. H. Long, M.D., 
Sterling Professor of Physiology, Yale University 
School of Medicine, New Haven. 576 pages. New 
York: The Blakiston Division of McGraw-Hill Book 
Company, Inc., 1955. Price $12.00. 


This report presents a timely review of recent studies 


which have attempted to identify a specific adenohypo- 
physeal growth hormone and to define clearly its phys- 
iologic properties. Such a symposium provides an ex- 
cellent opportunity for workers to summarize the prog- 
ress of their investigations, to sift the evidence and to 
emphasize controversial points. The nature of the re- 
ports, as well as the various discussions, serve to em- 
phasize certain crucial deficiencies in our present 
knowledge and forces the realization that growth hor- 
mone has yet to achieve the status of respectability 
enjoyed by certain other hypophyseal hormones, no- 
tably adrenocorticotropin. 

This volume may not excite great interest among 
physicians generally because many of the individual 
reports are of a highly technical nature which permit 
only limited conclusions without obvious direct appli- 
cation to clinical therapy. Nevertheless, it represents 
an important contribution to the understanding of the 
complexity of the problem and is important in rela- 
tion to future investigations. It ought to be very useful 
to all whose interests be in this direction and should 
be found in all comprehensive medical libraries. 


Proceedings of the Third Medical Conference of the 
Muscular Dystrophy Association of America, Inc. 

324 pages. New York, 1954. 

These proceedings consist of six symposia. The first 
four are concerned with the chemistry and physiology 
of muscle and the latter two deal with some of the 
clinical features of muscular dystrophy. The papers on 
basic research, and especially those dealing with muscle 
contractures, will be of great interest to neurologists, 
orthopedists and other physicians who deal with neuro- 
muscular disorders. Several excellent papers are to be 
found in the symposium concerning degeneration and 
regeneration of muscle. The report on various aspects 
of experimental muscular dystrophy will be of interest 
to all physicians who are concerned with this very 
complex problem. 

One of the most interesting papers included in the 
clinical discussions is the one by Dr. Travell who dis 
cussed the evaluation of the therapeutic efficacy o 
drugs. Other papers dealing with the sociologic and 
psychiatric problems incidental to muscular dystrophy 
and a brief paper on diagnosis will be of value © 
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dinicians. This volume is an informative compendium 
of current work in the field and is highly recom- 
mended. 


British Obstetric and Gynecological Practice 


Edited by Sir Eardley Holland, M.D., F.R.C.P., 

F.R.CS., F.R.C.O.G., Consulting Obstetric and Gyne- 

cological Surgeon, London Hospital, and Aleck 

Bourne, M.A., M.B., B.Ch., F.R.C.S., Consulting 

Gynecologist, St. Mary’s Hospital, London, Consult- 

ing Obstetric Surgeon, Queen Charlotte’s Hospital, 

Consulting Surgeon, Samaritan Hospital for Women, 

London. 2 Volumes. Gynecology, 828 pages and 

Obstetrics, 1,148 pages. Philadelphia: F. A. Davis 

Company, 1955. Price $29.50 set. 

This book describes methods of obstetrical practice 
in Great Britain. It has thirty-eight contributors repre- 
senting almost all the university and teaching centers 
in the British Isles. Its purpose as a guide to all who 
are interested in the practice of obstetrics,—specialists, 
general practitioners, residents, and interns,—will be 
fulfilled. To the editor must go a great deal of credit 
for the logical, concise and well-documented form ex- 
pected of a major reference textbook. The inclusion of 
chapters on pediatric, medical, psychiatric and legal 
aspects of obstetric practice will be most useful and 
informative. 


While students of obstetrics in this country will not 
agree in all details with methods of management, to 
us it is refreshing to learn our colleagues’ technics. In 
many instances statistical evaluation of their results 
may stimulate us to re-appraise our own methods of 
management. While the contributing authors have 
documented the various theories or practices, each 
leaves no doubt of his position in the discussion. 

The sections on tropical diseases of pregnancy, ab- 
normal uterine action, operations to enlarge the ca- 
pacity of the pelvis, destructive operations, psychoso- 
matic approach to childbirth and psychiatry make 
valuable additions to the standard format of obstetric 
textbooks. In common with all texts the necessity of 
meeting a deadline results in documentation which ex- 
tends only into 1953. 


The reviewer recommends this as a valuable addi- 
tion to the reference library of the specialist, post- 
graduate and undergraduate student of obstetrics. 


Mosby's Review of Practical Nursing 


Edited by Dorothy Kelley Rapier, R. N., Marianna 

Jones Koch, R. N., and Deborah MacLurg Jensen, 

R. N. 322 pages, illustrated. St. Louis: The C. V. 

Mosby Company, 1956. Price $4.25. 

This book is written in outline form and in a lan- 
guage that is easy for the pracical nurses or auxiliary 
personnel to understand. If the term is too technical, 
an explanation in simple form is given in parenthesis. 

A foundation of anatomy and physiology is included. 
Nursing procedures for both the hospital and the home 
are outlined. The most common diseases and the nurs- 
ing care of each is discussed in brief with emphasis on 
the important points. 

This book is of real value to the instructor in the 
teaching program because of the outline form in which 
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it is written. It takes less time to prepare a lecture on 
a disease since at a glance the important facts are 
before you. Review questions at the end of each unit 
are multiple choice, completion or matching. These 
questions would be helpful in the preparation of ex- 
aminations. 

This Review of Practical Nursing is a book which 
because of its selected content of fundamental nursing 
information and its easy to follow outline form is one 
that is recommended for both the student and the 
instructor. 


Clinical Studies in Neurology 


By Harry Lee Parker, M.D., Professor of Neurology, 
Mayo Foundation, Graduate School, University of 
Minnesota. 362 pages. Springfield, Illinois: Charles 
C. Thomas, Publisher, 1956. Price $6.50. 


This volume describes a series of bedside lecture- 
demonstrations which the author has presented during 
the course of a year to graduate and undergraduate 
students at the Richmond Hospital in Dublin, Ireland. 
The case presentations are couched in florid dramatic 
prose and as one follows the trail of this neurologist’s 
facile pen he is infected with the buoyant enthusiasm 
of a talented and experienced clinician. Actually, there 
is a close parallel here to the spirited lectures of char- 
cot whom the author has attempted to emulate. 

The cases are well chosen and the material will be of 
great interest and benefit to the undergraduates and 
residents who require an orientation in clinical neurol- 
ogy. Practicing physicians will find this an instructive 
and unusually entertaining account of neurological dis- 
orders. Furthermore, a philosophy of therapy, par- 
ticularly with regard to some of the degenerative dis- 
eases of the nervous system, is vividly presented. The 
range of clinical material included in this book is 
remarkably wide and encompasses such disorders as 
multiple sclerosis, Parkinsonism, Meniere’s syndrome, 
brain tumor, epilepsy and migraine. It also includes 
the less ominous and fleeting conditions such as Bell's 
palsy, acroparesthesias, radial nerve paralysis, and leg- 
crossing palsy. 


This reviewer feels that the author has admirably 
achieved his purpose of stimulating the reader’s inter- 
est in clinical neurology. It is hoped that this volume 
will have a wide audience among medical students and 
practitioners. It deserves to be read particularly by all 
clinician-teachers whether or not their primary interest 
be neurology. The author’s obvious capacity for bed- 
side teaching and his interest and affection for his 
students is reflected in this entertaining account of his 
ward rounds. 


Mental Hygiene in Public Health 


By Paul V. Lemkau, M.D., Professor of Public Health 
Administration, Division of Mental Hygiene, School 
of Hygiene and Public Health, Johns Hopkins Uni- 
versity. Second edition. 450 pages. The Blakiston 

Division, McGraw-Hill Book Company, Inc., New 

York. Price $8.00. 

The second edition of this definitive work on mental 
hygiene should be accorded even greater acclaim than 
was given to the first edition six years ago. In the in- 
terval profound changes have occurred in the fields of 
preventive medicine and public health. With the de- 
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velopment of newer and more effective antimicrobial 
drugs and the large scale production of an apparently 
potent vaccine against poliomyelitis, the shift in em- 
phasis is away from the infectious diseases and toward 
the degenerative and mental diseases. Though they 
have always exacted a heavy social and economic toll 
through the years, the mental disorders have been 
relegated to a position of unimportance in the past 
partly because they were overshadowed by the more 
spectacular epidemic diseases, and also because there 
was only a smattering of knowledge concerning their 
cause and prevention. Furthermore, public health au- 
thorities formerly did not recognize mental hygiene 
and mental disease as lying within the domain of pub- 
lic health. Today only the most conservative public 
health practitioner would still cling to the old nar- 
row concept of what constitutes the field of public 
health. 

Dr. Lemkau’s first book was a pioneering effort. 

The trail is much clearer now thanks to his efforts, 
' and this second edition shows not only how far we 
have come, but where we are heading. The gaps in 
knowledge are still wide, but enough is known to make 
a start toward the prevention of mental disease. Dr. 
Lemkau believes that a public health program of men- 
tal hygiene instituted now will be both productive and 
instructive. It will, within the current limits of our 
knowledge, prevent some mental disease. It will also 
permit us to evaluate the program, to show us whether 
we are on the right path, and if not, how we must 
alter our course to achieve our objectives. All is clearly 
delineated in this book which should be required 
reading for every student and practitioner of pre- 
ventive medicine and public health. 


Thromboembolic Disease 


By Geza de Takats, M.D., Division of Vascular Sur- 
gery, Department of Surgery, University of Illinois 
College of Medicine. American Lecture Series. 49 
pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1955. Price $2.25. 

A monograph so brief on a subject so broad cannot 
be expected to do much more than hit the high spots. 
Neither is there sufficient space for the discussion of 
the views of others, but the excellent bibliography of 
one hundred references will be of great value to the 
reader who seeks more background and more detail. 
The real theme of this booklet is that the author, who 
is certainly one of the world’s greatest authorities on 
the subject at hand, favors the prophylaxis and treat- 
ment of the vast majority of thromboembolic condi- 
tions with short-term anticoagulant therapy. Heparin 
is considered to be vastly superior to Dicumarol and 
other presently available anticoagulants. Since the oc- 
currence of thromboembolism in medical practice, as 
well as surgical is discussed, the book forms a good 
primer for physicians in practice. 


Diagnosis and Treatment of Vascular Disorders 

(Angiology) 
Edited by Saul S. Samuels, M.D., President, Angiol- 
ogy Research Foundation; Director of Angiology and 
Attending Vascular Surgeon, Brooklyn Hebrew Home 
and Hospital for the Aged, and Chief of Department 
of Peripheral Arterial Diseases, Stuyvesant Polyclinic 
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Hospital, N. Y. 607 pages. Baltimore: The Williams 

and Wilkins Company, 1956. Price $16.00. 

This is certainly one of the most comprehensive 
works ever published on the subject of vascular dis. 
eases. There are chapters on the anatomy and phys- 
iology of the vascular system, the latter being par- 
ticularly valuable and up to date. Examination of the 
patient with reference to the vascular system is well 
discussed with inclusion of good descriptions of the 
technic and interpretation of various diagnostic tests 
and procedures. There is also a long chapter on the 
value and shortcomings of angiography. The majority 
of the book is of course devoted to separate chapters 
dealing with each disease and symptom—complex of 
the vascular system, with emphasis on diagnosis and 
treatment, both medical and surgical. 

A current book on angiology is particularly welcome 
at this time because of the constant advances in all 
phases of the subject in recent years. This book is 
sufficiently thorough to be of value to the vascular 
specialist and it is also organized in such a way as to 
make a good reference book for any practitioner, 

The author is a well-known angiologist but he has 
written a very small part of this book. Chapters are 
contributed by other leaders in the field from this 
country and England. This arrangement has brought 
to light a considerable conflict of opinion which is 
valuable to the discriminating student. 


Angiocardiographic Interpretation in Congenital 
Heart Disease 


By Herbert L. Abrams, M.D., Assistant Professor of 
Radiology, Stanford University School of Medicine; 
and Henry S. Kaplan, M.D., Professor of Radiology, 
Stanford University School of Medicine. American 
Lecture Series. 228 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1956. Price $11.75. 
Abrams’ and Kaplan’s new book “Angiocardiographic 
Interpretation in Congenital Heart Disease” can be 
recommended without qualification. The subject is 
covered in a concise and lucid manner, and will prove 
useful not only to radiologists, but to all persons in- 
terested in this subject. The lack of extraneous ma- 
terial and the book’s general format are other ad- 
mirable features. 


The Mechanisms of Healing in Human Wounds 


By Shattuck W. Hartwell, M.D., Attending Surgeon, 

Hackley Hospital and Chief of Surgery, Mercy Hos- 

pital, Muskegon, Michigan. American Lecture Series. 

166 pages. Springfield, Illinois: Charles C. Thomas, 

Publisher, 1955. Price $4.75. 

This is another monograph in the American Lecture 
Series. The author offers this volume as a practical 
concept of tissue healing which may lead to a mort 
complete understanding of wounds and to proper tech 
nics for repair of wounds. The early research was done 
at the Mayo Foundation and has been previously pub 
lished. Many of the conclusions are based on observa- 
tion of healing of clinical wounds. Dr. Hartwell points 
out the difference in healing of human and animal 
wounds and indicates why animal research is not al 
ways applicable to the problem. 


The author begins by stating that wound repaif 
involves two processes: (1) fibrous healing, and (2) 
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epithelial healing. He then presents his work on both 
phases. He stresses the concept that fibrous healing is 
primarily space filling—that the larger the space, the 
longer the length of time required for complete heal- 
ing. He shows how the various tissues heal. Dr. Hart- 
well then applies his principles to burn wounds. 
Finally, he applies his concept of the prickle cell, rather 
than the basal cell, being the more primitive cell to 
the problem of cancer. 

There is really very little that is new in the mono- 
graph, although much of it is stated in a different 
fashion. If all surgeons would adhere to Dr. Hart- 
wells’ principles of meticulous wound closure, there 
would be a high incidence of primary repair. 

Dr. Hartwell closes with the hope that his work 
would stimulate further research based upon his con- 
cepts. This reviewer thinks that would be wise be- 
cause much of Dr. Hartwell’s reasoning seems some- 
what teleological. However, some interesting concepts 
are presented that make this monograph well worth 
reading. 


Practice in Radiotherapy 

Under the General Editorship of Sir Ernest Rock 
Carling, LL.D., F.R.C.S., F.R.C.P., Consulting Sur- 
geon, Westminster Hospital; B. W. Windeyer, M.C., 
BS., D.SC., F.R.CS., F.R.A.CS., F.F.R., Professor of 
Radiology, University of London; and D. W. Smith- 
ers, M.D., F.R.C.P., F.F.R., Professor of Radiotherapy, 
University of London. 516 pages. St. Louis: The 
C. V. Mosby Company, 1955. Price $20.00. 


This excellent volume on radiotherapy is written by 
a number of experts from various treatment centers of 
British Isles and Canada. Part I is devoted to general 
considerations of treatment such as dosage, choice of 
type and source or radiation, external, intracavitary, 
interstitial technics, biologic effects, protection of pa- 
tients and workers and other general problems. 

The major part of the book deals with methods of 
treatment, and results of treatment of malignancy 
found in specific organs or systems. The authors of 
each chapter are outstanding men with wide expe- 
rience. They point out variations in methods used at 
other centers and in other countries which makes for 
useful comparison with their own ideas and results. 
The result of this approach is factual yet pleasing and 
stimulating to the reader. 


The very wide use of radium in their centers by 
interstitial, intracavitary, and external use shows how 
effectively improved technics in application and dosage 
have improved results over many years. 

External radiation with conventional 200—250 K. V. 
X-ray equipment seems to have played a lesser role 
in therapy than in the United States in general. Super- 
voltage x-ray and cobalt 60 units have not been in 
use long enough to accumulate comparative data. 


The advantages and disadvantages of various sources 
of therapeutic radiation as applied to various sites and 
types of malignant lesions are carefully considered. 
The limitations of any or all forms and the results 
they have achieved in different stages of the disease 
are documented. There is almost no combination of 
surgical removal and radiotherapy practiced; the treat- 
ment is either surgery or radiation therapy. In some 
instances, even for palliation, a rather extensive surgi- 
cal procedure will be done to use interstitial radium. 
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A little space is accorded to the use of radiation 
therapy in nonmalignant conditions. 


This book is recommended to all radiotherapists. 


Ciba Foundation Symposium on Experimental Tuberculosis, 
Bacillus and Host, with an Addendum on Leprosy 


Edited by G. E. W. Wolstenholme and Margaret 

P. Cameron, Assisted by Cecilia M. O’Connor. Bos- 

ton: Little, Brown and Company, 1955. 396 pages 

including index, and 69 illustrations. Price $9.00. 

This, the latest in a series of symposia sponsored 
by the Ciba Foundation, was conducted under the 
chairmanship of Professor Arnold Rich. The Founda- 
tion purposely limited the size of the participating 
groups in order to promote facile discussions of each 
paper. 

In his opening remarks, Chairman Rich struck the 
keynote of the symposium when, in registering his 
astonishment at the invitation to preside at a con- 
ference devoted to such apparently untimely subjects, 
he said: 


“In a period in which such spectacular inroads are 
being made into the mortality from tuberculosis, and 
in which the attention of the world is concentrated 
upon the brilliant therapeutic advances and the gen- 
eral and specific preventive measures which are con- 
tributing to this happy result, a symposium quietly 
occupied with apparently recondite problems relating 
to the fundamental nature of the bacillus, and of the 
host reactions to it, could seem like a gathering of 
impractical philosophers in an ivory tower, for the 
purpose of discussing unworldly things in a world 
bristling with momentous practical problems to which 
they are oblivious. Nothing of course could be further 
from the truth. Fundamental problems of the nature 
of those which this symposium intends to discuss are 
of great long-range practical importance.” 


The 22 papers on tuberculosis and the four on 
leprosy are devoted to basic research on the agent and 
host. Many of the reports relate to the chemistry and 
the chemical activity of a number of the components 
of the bacilli. These are for the most part highly 
technical and a reader without the proper background 
in biochemistry is likely soon to be lost. Other papers 
are concerned with the agent-host relationship and 
pathogenesis of disease. All are so thoroughly con- 
densed that hardly a word is wasted. The discussions 
that follow each presentation are lively and they 
amplify admirably the material in the text. The dis- 
cussions serve also to point up the keenness of the 
participants. 

This book is an invaluable source of material re- 
lating to the fundamental knowledge of parasite and 
host-parasite reaction in tuberculosis and leprosy. It 
is recommended for all who are interested in the 
epidemiology of both diseases, and for those who are 
engaged in studying them. 


Composting. Sanitary Disposal and 
Reclamation of Organic Wastes 


By Harold B. Gotaas, Professor of Sanitary Engineer- 
ing, Department of Engineering, University of Cali- 
fornia. World Health Organization: Monograph Se- 
ries No. 31. 205 pages, 49 figures. Geneva, 1956. 
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New York: Columbia University Press, International 

Documents Service. Price $5.00. 

The very title of this book reminds us of the 
availability of articles and books devoted to this sub- 
ject. Under the title “composting” is the subtitle 


“Sanitary Disposal and Reclamation of Organic 
Wastes.” Throughout the book one might be im- 
pressed with the significance of the term “reclama- 
tion.” However, the terms “treatment” and “proc- 
esses’ might well be borne in mind. Composting is a 
process and a subject not too prominent in the jour- 
nals of sanitary engineering. The writer should be 
complimented for his dexterity in amplification of 
the various methods and processes of composting 
man’s waste products and their association with human 
diseases. Weil might we agree with the author in his 
statement that it is recognized that no one method 
or technic of composting can be recommended for all 
areas and conditions. And well might we take cogni- 
zance of the fact composting cannot supersede our 
modern methods of sewage treatment and disposal, 
except that sewage sludge may be recognized as one 
of the putrescible materials adaptable to composting. 
The author devotes considerable detail to historical 
development of methods of anaerobic fermentation. 
One of which is the Beccari method developed by 
Beccari of Italy and which has not been prominently 
successful in this country. However, he gives credit 
to some other mechanized processes throughout the 
world which may gain prominence. The agricultural 
aspects of the book are interesting and enlightening 
and such aspects seem to take equal prominence with 
health and sanitation. The term “agricultural sanita- 
tion” is noted. 


Community Programs for Mental Health 


Edited by Ruth Kotinsky and Helen L. Witmer. 
358 pages. Cambridge, Mass.: Published for the 
Commonwealth Fund by Harvard University Press, 
1955. Price $5.00. 


This book deals with the theory, practice and 
evaluation of mental health programs. With the cur- 
rent widespread interest in the mental health move- 
ment, it is certainly timely to study and analyze 
present methods and technics in this field. The Com- 
munity Services Committee, National Institute of 
Mental Health and Mid Century White House Con- 
ference on Children and Youth appointed a committee 
to plan this book with representative papers from the 
interrelated disciplines of psychiatry, psychology, so- 
ciology and social work. 


From Dr. Sol Ginsberg we learn that the theoretical 
basis of various endeavors in mental health are poorly 
defined. Dr. Edith Tufts raises the question of the 
need for special training to prepare persons for 
community mental health promotion. Nine of the 
newer mental health projects in this country are 
reviewed in detail. Mental health in the schools is 
presented by Dr. Barbara Biber. Drs. Louisa P. Howe 
and Marie Jahoda present the problems in attempting 
to evaluate present-day mental health programs. The 
ultimate objective of such programs—to raise the 
level of mental health in the community—necessarily 
deals with subjective material which is difficult to 
measure and evaluate scientifically. Possible alternative 
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approaches for use in research in this field are 
presented. 

The papers presented in this book show the dire 
need for further study and evaluation of theory and 
practice in relation to community mental health pro. 
grams. Those working in this area in a professional 
capacity as well as those lay persons interested in 
the mental health movement should welcome this 
initial attempt to evaluate the past and set up certain 
standards for future practice in community mental 
health. 


Office Procedures 


By Paul Williamson, M.D. 412 pages, illustrated, 
Philadelphia: W. B. Saunders Company, 1955. Price 
$12.50. 

This book represents a compendium of office pro- 
cedures which the author has accumulated over the 
years in general practice. He does not claim any 
particular originality in the procedures outlined and 
no doubt has adapted his procedures freely from 
those described in the textbooks and reference books 
of the many fields of medicine and surgery which are 
involved. 

Though this book is unquestionably of value for 
quick reference in the office when the emergency 
situation arises, the reviewer suspects that the author 
would not advise that it be used to the exclusion of 
references to the standard textbooks, in the respective 
fields. 


Current Therapy, 1956 


Edited by Howard F. Conn, M.D. 607 pages. Phila- 
delphia: W. B. Saunders Company, 1956. Price 
$11.00. 

Your reviewer suspects that little comment need be 
made concerning this annual survey of current treat- 
ment, since it is known to a large proportion of the 
profession. 

The ten consulting editors represent authorities in 
their respective fields and are surely in a position 
to carefully evaluate the therapeutic recommendations 
of some 250 contributors, who outline advances in 
therapy and bring the treatment of disease up to 
date annually. 

Such a book does not have the shortcomings of the 
usual textbooks which are so frequently outdated 
in their sections on treatment by the long delay in 
preparation and publication of such works. This vol 
ume answers the quesitons on changes in treatment 
and the introduction of new methods within the 
space of 12 months. It may safely be said that no 
book can be more useful in the doctor’s office. 


Annual Review of Medicine, Volume 7, 1956 


David A. Rytand, Editor, and William Creger, As 
sociate Editor, both of Stanford University School 
of Medicine. 593 pages. Stanford, California: At 
nual Reviews, Inc. 1956. Price $7.00. 


This current review volume adheres to the scheme 
of presentation which has been established in previous 
volumes. Experts in their respective fields have te 
viewed the recent advances which have been made 
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in many areas of clinical and experimental research. 
Chapter titles vary from fields as broad as “Labora- 
tory Aids to Diagnosis and Therapy,” or “Obstetrics” 
to those which are relatively narrow such as “Kidney 
Function During Anesthesia” or “Hematopoietic Re- 
sponses to Radiation Injury.” 


The scope of the coverage is wide and as a result, 
the details of the research which is reviewed are for 
the most part omitted. However, the type and the 
extent of the experiments and observations and con- 
dusions are included. 

Lengthy and complete bibliographies are presented 
at the end of each chapter. The final chapter is an 
invaluable annotated list of reviews in medicine. 

This book is primarily designated for use by inves- 
tigators and teachers of medicine. It is an extremely 
worthwhile reference book for any practicing physi- 
cian who wishes to keep abreast of the most recent 
concepts and the investigative approaches to funda- 
mental issues. 


The Prevention of Disease in Everyday Practice 


By Isadore Givner, M.D., Associate Clinical Profes- 

sor of Ophthalmology, New York University Post- 

graduate Medical School; and Maurice Bruger, M.D., 

Associate Professor of Medicine, New York Univer- 

sity Postgraduate Medical School, and others. 964 

pages, with 50 illustrations. St. Louis: The C. V. 

Mosby Company, 1955. Price $20.00. 

This book presents in a very broad manner the 
preventive aspects of diseases ranging from the in- 
fectious to the neoplastic and degenerative. In _be- 
tween, a wide variety of other conditions are dealt 
with from the standpoint of prevention. These in- 
clude such subjects as accidents, cancer, heart disease 
and pulmonary diseases. The application of preven- 
tive medicine to various specialties, such as otolaryn- 
gology, neurology, radiology and surgery are covered 
in individual chapters. 


The philosophy of this book is admirable and may 
be a bit ahead of the philosophy of physicians of 
today, because most physicians have not been trained 
to think in terms of preventive medicine, they are 
far too busy treating the sick. The book should be 
an excellent reference for the general practitioner if 
he were trained to take advantage of its contents, but 
until medical educators instill the preventive concept 
into medical students, books such as this one are apt 
to gather dust on the busy practitioner’s shelf. How- 
ever, this should be an excellent reference book for 
physicians and medical students. Too many of the 
medical texts either ignore prevention entirely or 
just offer passing remarks. Here is a book which is 
devoted primarily to prevention and to which the 
student and physician can refer for the practical in- 
formation he needs to have. One would hardly think 
of this book as a text book, rather it is an excellent 
reference. Unfortunately the price is so high that few 
students will avail themselves of it. 


Magic, Myth and Medicine 


By Donald T. Atkinson, M.D. 313 pages. Cleveland 
and New York: The World Publishing Company, 
1956. Price $5.00. 
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This little book is a collection of essays on some 
of the mileposts in the history of medicine from the 
earliest recorded accounts to the discovery of the 
x-ray, and of some of the men who aided the progress 
of medicine, and occasionally, as in the case of the 
Chamberlen family, retarded the advance by hiding 
their secret of obstetrical forceps. 


For the medical historian there will be nothing new 
in these pages but for the medical student and the 
busy physician not versed in medical lore there is 
much delightful reading. Because the essays are writ- 
ten in a clear, easy-reading style, they may possibly 
have their greatest appeal for the non-medical person 
who desires to dip into the history of medicine a bit. 
Even those with a keen interest in and a better than 
average knowledge of medical historical affairs will 
be pleasantly surprised by the number of “pearls” 
to be uncovered, such as the account by Dr. Thomas 
Dover, of Dover’s Powders fame, of one Alexander 
Selkirk, alias Robinson Crusoe, who was not ship- 
wrecked on an island at all but was a pirate left on 
Juan Fernendez by another pirate, or that the fun- 
damental differences in opinions between modern day 
surgeons and internists had their beginnings at least 
four hundred years ago in the quarrel between the 
barber surgeons and the apothecaries, the surgeons 
and internists of their day. .That conspicuous con- 
sumption is not new is attested in a poem by a 
doctor of the middle ages intended for other doctors 
setting forth the way to dress in order to charge a 
higher fee. These and many other amusing anecdotes 
serve to recommend these essays as being very worth- 
while. 
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Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 
Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Footnotes and 
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SPECIAL SUBSCRIPTION RATE 


For Interns and Residents 


The Journal of the Southern Medical 
Association is now available to interns 
and residents throughout the South at a 
special price of $3.00 per year. 

All .physicians in intern or residency 
training in Southern hospitals are eligible, 
provided such training is approved by the 
Council on Medical Education and Hos- 
pitals of the AMA. 

Renewals falling within the formal train- 
ing period may be made at the same rate. 

The Southern Medical Journal is a 
general publication, presenting twenty to 
twenty-five papers monthly covering a 
broad range of medical and surgical sub- 
jects. The physician in training will find 
the Journal an up-to-date source of “what’s 
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new” in medicine, irrespective of the na. 
ture of his future practice. 

The Journal is the publication medium 
of the papers presented before the twenty 
Sections of the Association’s scientific as. 
sembly as well as selected contributed 
papers. In addition, it features editorials, 
timely review articles, book reviews, and 
medical news. 

With a circulation of 10,700 copies, the 
Southern Medical Journal is the nation’s 
second largest general medical publica. 
tion. This special rate (less than one-half 
the actual cost for printing) is a contribu. 
tion of the Southern Medical Association 
to the continuing education of the young 
physicians of the South. 


SPECIAL $3.00 RATE 


Southern Medical Journal 
1020 Empire Building 
Birmingham 3, Alabama 


| am (a) (an) 


Please enter my subscription to the Journal for one year, beginning with the next issue. (Attach check or money order.) 


FOR INTERNS AND RESIDENTS ONLY 


(intern or resident) 


at the 


(type of service) 


City. 


My formal training period will end 


(month) 


| will advise you of my new address after completion of this training. 


Members may purchase compli- 
mentary subscription at above 
rate for an intern or resident 
friend. 


(mailing address) 
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Metamucil does both! 


Metamucil does both: produces soft, easy stools 
and stimulates normal peristalsis. Metamucil 
is effective in both the atonic and spastic types 
of constipation. ‘“SSmoothage” management 

of these conditions thus is accomplished without 
the use of laxatives. 


METAMUCIL 


Psyllium hydrophilic mucilloid with dextrose 
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BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 


SMYRNA, GEORGIA 
SUBURB OF ATLANTA 


FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 
PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 
Modern Facilities 
MEMBER 
Georgia Hospital Association, American Hospital Association, 
National Association of Private Psychiatric Hospitals 


Jas. N. BRAWNER, JR., M.D. ALBert F. BRAWNER, M.D. 
Medical Director Associate Director 


P. O. Box 218 Phone 5-4486 
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Whatever else you try 
0.1%, gentiar violet, vaginal al anti-infective in acid poly vylene glycol base 


...is the price your patient pays in heart 
disease, hypertension, arteriosclerosis—and the many other hazards of obesity. 


In addition to suppressing the obese patient’s appetite— 


Methamphetamine Hydrochloride, McNeil 


helps to make life look brighter. It keeps morale up and food intake down. 


Syndrox Tablets (5 mg.) 
Elixir (5 mg. per 5 cc.) 


|[McNEIL | LABORATORIES, INC. « PHILADELPHIA 32, PA. 
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EsTABLISHED 1916 


Appalar hian fiall * Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 

Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


single or en suite. 


Wo. Ray GriFFIN, JRr., M.D. 
Rosert A. GRIFFIN, M.D. 


Mark A. GriFFIN, M.D. 
Mark A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, Asuevitte, N. C. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


SURGERY and ALLIED SUBJECTS 


A two-months combined surgical course comprising 
general surgery, traumatic surgery, abdominal surgery, 
gastroenterology, proctology, gynecological surgery, uro- 
logical surgery. Attendance at lectures, witnessing 
operations, examination of patients pre-operatively and 
post-operatively and follow-up in the wards post-opera- 
tively. Pathology, radiology, physical medicine, anes- 
thesia. Cadaver demonstrations in surgical anatomy, 
thoracic surgery, proctology, orthopedics. Operative 
surgery and operative gynecology on the cadaver; at- 
tendance at departmental and general conferences. 


EYE, EAR, NOSE and THROAT 


A three-months combined full-time refresher course 
consisting of attendance at clinics, witnessing oper- 
ations, lectures, demonstration of cases and cadaver 
demonstrations; operative eye, ear, nose and throat on 
the cadaver; clinical and cadaver demonstrations in 
bronchoscopy, laryngeal surgery and surgery for facial 
palsy; refraction; radiology; pathology, bacteriology and 
embryology; physiology; neuro-anatomy; anesthesiology; 
physical medicine; allergy, as applied to clinical prac- 
tice. Examination of patients pre-operatively and 
follow-up post-operatively in wards and clinics. At- 
tendance at departmental and general conferences. 


RADIOLOGY 


A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all standard 
general roentgen diagnostic procedures, methods of 
application and doses of radiation therapy, both X-ray 
and radium, standard and fluroscopic procedures. A 
review of dermatological lesions and tumors susceptible 
to roentgen therapy is given, together with methods 
and dosage calculation of treatments, special attention 
is given to the newer diagnostic methods associated with 
the employment of contrast media such as bronchog- 
raphy with Lipiodol, uterosalpingography, visualization 
of cardiac chambers, perirenal insufflation and myelog- 
raphy. Discussions covering roentgen departmental 
management are also included; attendance at depart- 
mental and general conferences. 


SURGICAL PATHOLOGY 


A systematic series of lectures is presented covering the 
lesions encountered in the practice of surgery. These 
are illustrated with fresh material from the operating 
room, gross specimens from the museum and Koda- 
chrome and micro-projected slides. The latest advances 
in blood grouping and transfusion reactions; didactic 
procedures, such as frozen sections, surgical biopsies, 
sponge biopsies, and aspiration of body fluid and secre- 
tions, are outlined. 


For Information about these and other courses Address 
THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 
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When you chronic constipation 


biliary dysfunction 


CHRONIC CONSTIPATION MAY SIGNAL 
A FUNCTIONAL BILIARY STASIS... 


especially when accompanied by other symptoms of dyspep- 
sia...with no evidence of an organic problem. 


In many instances, the patient will respond effectively to 
Neocholan therapy which insures free passage of essential 
bile salts into the duodenum. In such cases relief of constipa- 
ihe tion and other symptoms is accomplished with gratifying 
promptness. 


Each Neocholan tablet supplies: Dosage: 1 or 2 tablets t.i.d. with meals. 


a Dehydrocholic acid 250 mg. (3 3/4 gr.) As symptoms improve, 1 or 2 tablets 
aul Homatropine Methylbromide 1.2 mg. (1/50 gr.) daily. 
secre- Phenobarbital 8.0 mg. (1/8 gr.) Bottles of 100 coated, yellow tablets. 


PITMAN-MOORE COMPANY 


Division of Allied Laboratories, Inc. “ Indianapolis 6, Indiana 


1va- 
n is 
all 
oms 
s. A 
ptible 
thods 
ntion 
with 
chog- 
zation 
yelog- 
rental 
ppart- 
g the 
These 
Koda- 


SOUTHERN MEDICAL JOURNAL FEBRUARY 1957 


44.9 As 


PATIENT. 


ethamicort 


WESTBROOK SANATORIUM 


cA. private psychiatric hospital em- Staff PAUL V. ANDERSON, MD. 
ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 
ment procedures—electro shock, in- JOHN R. SAUNDERS, MD. 
‘sulin, psychotherapy, occupational and espana 

recreational therapy—for nervous and 
mental disorders and problems of 
addiction. R. H. CRYTZER, Administrator 

P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on. Request 


THOMAS F. COATES, MD. 
Associate 
K. HALL, JR, 
JAMES LL, JR, MD. 
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PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York. 
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GEVRAL 


VITAMIN-MINERAL SUPPLEMENT LEDERLE 


Since daily dosage is an important part 
of supplementation, GEVRAL is now 
packaged in a special JUBILEE JAR—an 
attractive container of 100 capsules for 
the family dining table. Specify GEVRAL. 
Your patients will remember to take 
their “vitamins” regularly when they 
have the JUBILEE JAR before them at 
mealtime. 


GEVRAL is aptly formulated to meet the 
broad vitamin-mineral requirements of 
daily life. Balanced, comprehensive, 
GEVRAL provides 14 vitamins, 11 min- 
erals and Purified Intrinsic Factor Con- 
centrate. Dosage is only one dry-filled 
capsule daily. 


Each GEVRAL capsule contains: 


Vitamin A 

Vitamin D 

Vitamin B,. 

Thiamine Mononitrate (BD 
Riboflavin (B.) 

Niacinamide 

Folic Acid 

Pyridoxine HCI (B,) 

Ca Pantothenate 

Choline Bitartrate 

Inositol 

Ascorbic Acid (C) 

Vitamin E (as tocopheryl acetates) 
1-Lysine Monohydrochloride 
Rutin 

Purified Intrinsic Factor Concentrate 
Iron (as Fe 

lodine (as KD 

Calcium (as CaHPO,) 
Phosphorus (as CaHPO,) 
Boron (as Na,B,O;+10H,O) 
Copper (as CuO) 

Fluorine (as CaF.) 
Manganese (as MnO.) 
Magnesium (as MgO) 
Potassium (as K,SO,) 

Zinc (as ZnO) 
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Most patients treated with ‘Compazine’... 
“showed prompt, marked improvement in 


their emotional outlook.’ 


Vischer' reports that 37 of 38 patients treated with 


‘Compazine’ for psychoneurotic symptoms had 


“marked” or “moderate” relief. “21 patients were 


totally free of such symptoms and obtained a better 
response than to any previous medication. Confusion 
and depression disappeared dramatically, and primary 
complaints became less important to them as they 
became far more relaxed, less nervous and less tense. 
Many were able to return to work or had renewed 


interest in their surroundings and hobbies.” 


1. Vischer, T.J.: Clinical Study of Proclorperazine, A New 
Tranquilizer for the Treatment of Non-Hospitalized 
Psychoneurotics, New England J. Med., January, 1957. 


Smith, Kline & French Laboratories, Philadelphia 


a true tranquilizing agent with minimal side effects 


*Trademark for proclorperazine, S.K.F. 
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Caffery, Pomeroy Nichols, Jr., Carol G. Pryor and C. 
Martin Rhode, all of Augusta; Erwin R. Jennings, 
Brunswick; Bruce C. Newsom, Columbus; Peter 
Brandes, Dublin; Thomas H. Williams, Macon; Ernest 
G. Edwards, Jr., Savannah; and Charles H. Watt, Jr., 
Thomasville. 

Dr. Maurice F. Arnold, Hawkinsville, was installed 
as president of the Georgia Academy of General Prac- 
tice in Savannah in October. Other new officers are: 
Fred H. Simonton, Chickamauga, president-elect; Sage 
Harper, Douglas, vice-president; Ben K. Looper, Can- 
ton, secretary-treasurer; and directors, Charles E. 
McArthur, Cordele; T. J. Busey, Fayetteville; M. J. 
Simmons, Decatur; and Joseph B. Mercer, Brunswick. 

Dr. Royce Hobby, Ashburn, announces the opening 
of a clinic for general practice on Main Street. 

Dr. A. J. Kravtin, Columbus, was chairman of the 
diabetes detection drive sponsored by the Muscogee 
County Medical Society during November. 

Dr. Enoch Callaway, LaGrange, has been named to 
the national Board of Directors of the American Can- 
cer Society. 

Dr. Joseph C. Brown, Conyers, has been appointed 
to the Board of Directors for the Atlanta Tuberculosis 
Association, representing Rockdale County. 

Dr. Eugene B. Ferris, head of the Department of 
Medicine of Emory University, has been elected to 
serve as a vice-president of the American Heart As- 
sociation. 
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Dr. John J. Pilcher, Wrens, has been appointed 
medical examiner for the northern section of Jefferson 
County. 

Dr. Cecil F. Jacobs, Dalton, has assumed the position 
of Commissioner of Health of the newly organized 
four-county area, Whitfield, Murray, Fanning, and 
Gilmer. 

Dr. Edward L. King, Rome, has been named chief 
of surgery at Battey State Hospital succeeding Dr. 
John L. Shek. 

Dr. Arthur M. Knight, Jr., has been named a Fel- 
low in the American College of Cardiology. 

Dr. Erasmus J. McCranie, formerly of Southwestern 
Medical School, Dallas, has been named a_ professor 
in the department of psychiatry at the Medical College 
of Georgia, Augusta. 

A Golden Anniversary Dinner was given recently in 
Monroe honoring Dr. James Q. Graves on the an- 
niversary of his 50 years in the practice of medicine. 


KENTUCKY 


Dean William R. Willard of the University of 
Kentucky Medical School, has been appointed to serve 
on the commission on indigent care by Governor A. 
B. Chandler. 


Dr. Joseph H. Humpert, Covington, has been named 
chairman of the Kentucky State Coordinating Council 
for the Control of Tuberculosis. Other officers are: 


Continued on page 80 
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*Calmitol is the non-sensitizing 


antipruritic ointment supplied in 114-0z. tubes and 1-lb. jars, 
and (liquid) 2-0z. bottles by THos. LEEMING & Co., INc., New York 17. 
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LEANDOMYCIN TETRACYCLINE 


added certainty 
in treatment 
of respiratory 


infections 


new multi-spectrum synergistically strengthened antibiotic formulation 

SIGMAMYCIN adds certainty in antibiotic therapy, particularly for the 90% of patients 
treated at home or in the office where sensitivity testing may not be practical, and provides: 
a new maximum in therapeutic effectiveness, a new maximum in protection against resist- 
ance, a new maximum in safety and toleration. 

Supply: Capsules, 250 mg. (oleandomycin 83 mg., tetracycline 167 mg.). Bottles of 16 
and 100. 

... and for a new maximum in palatability 

New mint-flavored Sigmamycin for Oral Suspension, 1.5 Gm. in 2 oz. bottle; each 5 cc. teas 
spoonful contains 125 mg. (oleandomycin 42 mg., tetracycline 83 mg.). "Trademark 


(Pfizer) Prien Lasonatontes, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. 
_ - World leader in antibiotic development and production 


“...effective...in the treatment of 
a variety of infections seen regu- 
larly by the practicing clinician...” 
including pharyngitis, bronchitis and 
other respiratory infections 

and “... often useful in the treat- 
ment of infections due to staphylo- 
cocci resistant to one or several of 
the regularly used antibiotics” 
“side effects ... [are] notable by 
their absence” * 


1. Carter, C. H., and Maley, M. C.: Antibi- 
otics Annual 1956-1957, New York, Medical 
Encyclopedia, Inc., 1957, p. 51. 
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How to pars upa lagging appetite 


CYANOCOBALAMIN (CRYSTALLINE VITAMIN B,.) 
Cherry-flavored REDISOL Elixir and soluble Tablets of pure 
vitamin B,. stimulate capricious appetites—help youngsters 
gain weight. Both blend readily with liquids. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO.,. Inc., PHILADELPHIA 1, PA. 


TULANE UNIVERSITY 
SCHOOL OF MEDICINE PHENAPHEN PLUS 


Infectious Diseases in Pediatrics 
February 4-9, 1957 


Surgery of the Hand 
March 21-23, 1957 


Industrial Medicine 
April 4 and 5, 1957 


Hematology 


April 10-12, 1957 


NOSE COLD 


each coated tablet: 
Phenacetin(3gr.). ..... 194.0 mg. 
Acetylealicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4 gr.) . . . . 16.2 mg. 


For detailed information write 


DIRECT OR Hyoscyamine Sulfate . . . . 0.031 mg. 


1430 Tulane Ave. New Orleans 12, La. 
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For NFRyOYS indigestion 
...and SPASM 


Convertin-H fortifies the important gastric and pancreatic enzymes 
for efficient digestion of proteins, fats, and carbohydrates. 


Convertin- tablets 


WITH ANTISPASMODIC 


COMPOSITION: Each Convertin-H tablet contains: 
In sugar-coated outer layer Homatropine Methylbromide..................%. 2.5 mg. 


Betaine Hydrochloride. 130.0 mg. 
(providing 5 minims diluted Hydrochloric Acid, U.S.P.) 


In enteric-coated inner core Pancreatin (4 X U.S.P.).. 
(equiv. to Pancreatin U.S.P. 250. mg. 


Desoxycholic 
DOSE: One or two tablets with or just after meals. 
SUPPLIED: In bottles of 84 and 500 tablets. 


FEBRUARY 1957 


Send for Samples A B. F. ASCHER & COMPANY, INC. Ethical Medicinals * Kansas City, Me, 


SAINT ALBANS 


CRAVATA BEV ES 
RADFORD, 


HOSPITAL 


SS SS 
NGG SS 


STAFF 


James P. Kinc, M.D. 
Director 


James K. Morrow, M.D. 
Tuomas E. Painter, M.D. 
Ciara K. Dickinson, M.D. 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


Affiliated Clinics: 
Beckley Mental Health Center 


20714 McCreery St. 


Beckley, 


W. 


W. Va. 
Wilkinson, M.D. 


Danie D. Cures, M.D. 
James L. Cnuitwoop, M.D. 
Medical Consultant 


Harlan Mental Health Center 
Harlan, Ky. 
C. H. Crudden, M.D. 
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Dexamyl 


dextro-amphetamme sulfate, S.K.F., and 


amobarbital) induces @ mood of cheerfuiness 


and optimism. Often, tais ig all that is needeqamas 


to help the aged overcome their loneliness 


resentful feelmg of being unwanted, the feargaa 


(imagined er real) of phigieat faatings. 
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' Modern Treatment Facilities @ Psychotherapy Em. 
phasized @ Large Trained Staff @ Individual Attention 
@ Capacity Limited @ Occupational and 

~ Therapy @ Supervised Sports @ Religious Services 
>= Plus. 
scores Your patients spend many hours daily in healthful oy 


r = . door recreation, reviving normal interests and stimp 
tating better appetites and stronger bodies . . . all on 
Florida’s Sunny West Coast . 
poseeatinrn Rates Include All Services and Accommodations 
EEO er Brochure and Rates Available to Doctors and Institutions 


AM M ) DERN HO SPI TA L F Oo R Medical Director—Samurt G. Hisss, M.D. 
EMOTIONAL READJUSTMENT Assoc. Medical Director—WaALTER H. WELLBORN, JR., M.D. 


PETER J. Sporto, M.D. 


TAR PON N "SP RINGS e F LO R l DA Zack Russ, JR., M.D. ArtTuRO G. GONZALEZ, MD. 
N T H E G U L F F M E X Cc SAMUEL G. E. MD. 
WALTER H. BatLey, M.D. 


For Your Menopause Patients who complain of,,, 
Hot Flashes, Sweating, Palpitation, Nervous Stomach, Dizzy Spells, ete 


Best Benefited by ’round-the-clock control with Bellergal Spacetabs. 


Proven safe in more than 3400 Published Cases / Dosage: 1 Bellergal Spacetab 


in the A.M. and iin the P.M. [asen contains: Ergotamine tartrate 0.6 mg., Bellafoline 0.2 mg., Phenobarbital 40. mg 


» SANDOZ pruarmacevticals 


ARIOSTO NARDOZZI Hanover, New Jersey 
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HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 


AND ADDICTION PROBLEMS 
Out-Potiont Clinic poe Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones WO 1-1151 and WO 1-1152 


PATIENT_- 


NEO-MAGNACORT 


neomycin and ethamicort 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York. 
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PHENAPHEN 
PLUS 


HEAD COLD 


each coated tablet: 

Phenacetin (Sgr)... 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4 gr.) . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 
Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 
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Dr. Donald P. Conwell, vice-chairman, and Dr. Joe 
D. Miller, secretary. 

Dr. Sam A. Overstreet, Louisville, has been elected 
a governor of the American College of Gastroenter. 
ology. 

Dr. Alex J. Steigman, Louisville, was 
awarded the honorary degree of doctor of science by 
Temple University of Philadelphia, his alma mater, 

Dr. Patricia K. Conlan, Louisville, has been ap- 
pointed health officer for the Hardin County Health 


Department. 
LOUISIANA 


Dr. H. S. Mayerson, Tulane University School of 
Medicine, was re-elected to the Board of Directors of 
the American Heart Association at its recent meeting 
in Cincinnati. 

Drs. Herbert B. Rothschild and Carolynn D. Talley 
have been elected to fellowship in the Americam 
Academy of Pediatrics. 

New officers of the Surgeons Association of Louis 
iana are: Dr. Charles R. Walters, first vice-president; 
Dr. Henry G. Butker, secretary; and Dr. E. L. Leckert, 
treasurer. 

Following the Twentieth Annual Meeting of the 
New Orleans Graduate Medical Assembly March 11-14 
there will be a postclinical tour around South Amer- 
ica. Due to the unsettled conditions in the Middle 
East, it has become necessary to substitute the South 
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1. Tompkins, W. T.: in Modern Nutrition in Health and Disease, ed. by 
Wohl, M. W. and Goodhart, R. S., Lea & Febiger, Philadelphia, 
1955. p. 885. 


Take 6720 hours of stress 


OBRON :¢ 


for pre-natal supplementation 

“Stress of pregnancy ... 24 hours a day, for 

the entire gestation, the postpartum period and 
lactation.’" In OBRON, 8 essential vitamins, 
calcium, iron and 8 other minerals are 
formulated to compensate for stress-conditioned 
gestational deficiencies. 


In bottles of 100 soft, soluble capsules. 


CHICAGO 11, ILLINOIS 
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br the patient with seborrheic dermatitis of the scalp 


SELSUN’ 


Pleasant, simple-to-use Selsun brings quick, / 4 
welcome relief to scalp-sufferers. The first few fj 
applications control itching, burning symp- / 
toms. And Selsun stops scaling in 81-87% of 
seborrheic dermatitis, 92-95% of all com- 
mon dandruff cases. 


Then each Selsun application keeps the \ i| 
scalp healthy up to four weeks. Directions ac- jae P 


company each 4-fluidounce plastic bottle of x , 
Selsun. Sold only on physician’s 


®Selenium Sulfide, if \ 
/ / 
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NUDGES YOUR PATIENT TO 


No abrupt onset with Placidyl: sleep comes gently, 
imperceptibly. Worries of the day vanish . . . the mind 
stops its busy spinning . . . and within the hour your 
patient is sleeping like a kitten. Nonbarbiturate. 


100-mg., 200-mg., and 500-mg. capsules, bottles of 100 ObGctt 


Do you want the literature? Write to Professional Services, Abbott Laboratories, North Chicago, Illinois 
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NOW AVAILABLE FOR 
DAYTIME TRANQUILIZATION 
AND SEDATION 


Placi vl 


(ETHCHLORWYNOL, ABBOTT) 


100-mg. and 200-mg. capsules 


Q. In what ways can I use these new 
sizes of Placidyl? 

A. With them you can now produce any 
degree of effect from tranquilization, 
through sedation, to hypnosis. 


Q. What are the indications? 

A. Placidy] is indicated in cases of 
nervous or muscular tension, mild 
anxiety or excitement, and in simple 
insomnia resulting from these 
conditions. 

Q. Does Placidyl provide muscle relaxation? 

A. Yes, it possesses mild muscle relaxant 
properties which provide added 
advantage in tension states. 


Q. Does Placidyl sedation hinder the 
patient’s work? 

A. No. Investigators have agreed that 
by selecting a suitable dose, 
tranquilization can be achieved 
without any confusion or loss of 
contact with surroundings. 


Q. What daytime dosage is recommended? 

A. Adult dose ranges from 100 mg., 
b.i.d., to 200 mg., t.i.d., depending 
on patient’s condition and response. 


Q. Are the new dosage sizes useful for 
insomnia, too? 

A. Yes. 500 mg. remains the average 
hypnotic dose; but if your patient 
also is taking Placidyl by day, 100 
or 200 mg. at bedtime is usually 
enough to stop insomnia. 


Q. Is Placidyl sold under other trade 
names? 

A. No. It is a mild, halogenated 
carbinol, structurally unique, made 
only by Abbott. Supplied in 100-mg., 
200-mg., and 500-mg. 
capsules, bottles of 100. 
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American Tour for the Mediterranean Tour originally 
scheduled. The around South America Tour will 
depart New Orleans March 15, and return April 13, 
visiting the South American capitals: Caracas, Rio de 
Janeiro, Montevideo, Buenos Aires, Santiago and Lima, 
with interesting medical programs planned at every 
major stop, as well as complete sightseeing and ex- 
cursions to other points of interest. Detailed informa- 
tion concerning this tour may be secured by writing: 
Secretary, Room 103, 1430 Tulane Avenue, New Or- 
leans 12, Louisiana. 


MISSOURI 


Dr. G. Wilse Robinson, Jr., Kansas City, has been 
installed as president of the Central Neuropsychiatric 
Association. 

Dr. Earl Loyd, Jefferson City, has been named vice- 
president of the Cole County Heart Council. 

The American Roentgen Ray Society has elected 
Dr. Wendell G. Scott, St. Louis, president-elect. 

New officers of the Ray County Hospital medical 
staff are: Dr. E. E. Gay, president; Dr. M. C. Johnson, 
vice-chief of staff; and Dr. Thomas Cook, secretary 
and treasurer. 


Dr. William W. Gist has been named assistant 
deputy director for Medical Health Services of the 
Kansas City Civil Defense Department. 


The following new faculty appointments have been 
announced by Dr. James W. Colbert, Jr., Dean, St. 
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Allen’s 


INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 


For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient 


Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 
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Hypertensive Objective: ACTIVE LIVING 


... from incapacitating hypertension to a life of usefulness. 

Case History:' A.B., 42-year-old hospitalized patient with severe hypertension 
and early heart failure. Blood pressure prior to treatment was 240/160 mm. Hg. 
ANSOLYSEN was administered orally t.id. The dose was adjusted to the patient’s 
requirements. Blood pressure was reduced to, and stabilized at, an average level 
of 150/105 mm. Hg. There was marked symptomatic improvement, and the patient 
was able to return to work. 

1. Case history on file in Medical Department of Wyeth Laboratories. 


ANSOLYSEN 


TARTRATE Pentolinium Tartrate 
Lowers Blood Pressure 
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Louis University School of Medicine: Dr. Mauam 
Green, assistant professor of microbiology; Dr. Barham 
Landau, instructor in physiology; and Dr. Normagil 
Melechen, instructor of microbiology. 


Dr. Robert W. Bartlett, St. Louis, was elected digs 


PHENA PHEN man of the Section on Surgery of the Southern Medial 


Association at the 50th annual meeting in Washingtem 


P LUS D. C., in November. 


Dr. Edward W. Dempsey has been named assis 
to the dean at Washington University School @ 
Medicine. 


Dr. Robert J. Glaser, Washington University Seige 
of Medicine, became dean and professor of mediguaaa 
at the University of Colorado School of Medicine gE 
January 31. 


The following have been elected new officers of fi 
St. Louis County Medical Society: Dr. Roy A. Waltham 
Jr., president; Dr. Emmett B. Drescher, 


MISERABLE COLD elect; Dr. Robert C. Kingsland, vice-president; gm q 


lit sete Dr. Robert A. Mayer, secretary. 


Phenacetin (Sgr). . . ag. Dr. Dean Sauer, St. Louis, was elected a membenm 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (Mgr)... 16.2 mg. the executive committee of the Western Surgical 


Hyoscyamine Sulfate . . . . 0.031 mg. sociation at its annual meeting in November. 


The following have been elected officers of 


Southwest Missouri Chapter of the American Colm 
of Surgeons, Dr. Virgil E. Jeans, Joplin, presidam 
Dr. George W. Hogebloom, Springfield, vice-presidaal 
Dr. Irwin T. Craig, Joplin, secretary-treasurer. 


Continued on page 88 


CLINICAL RESULTS ... 


in therapy of many disorders have steadily im- 


proved as nutrition of the patient has been 
enhanced, with special attention to optimal 
levels of nutritionally complete protein and the 
whole vitamin B complex—as in Vita-Food 
Genuine Brewer’s Yeast, which also supplies es- 
sential minerals and lipotropic factors, and is 
highly digestible even by severely depleted 


patients. 


VITA-FOOD Brewer’s Yeast 
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PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York. 


PLAN NOW TO ATTEND 


The Twentieth Annual Meeting of TUCKER HOSPIT Al, INC. 
THE NEW ORLEANS 212 West Franklin St. 
GRADUATE MEDICAL ASSEMBLY 


MARCH I], 12, 13, 14, 1957 


A private hospital for diagnosis and 


EIGHTEEN OUTSTANDING GUEST SPEAKERS treatment of psychiatric and neurologi- 


CLINICOPATHOLOGIC CONFERENCES cal patients. Hospital and out-patient 
Over 100 TECHNICAL EXHIBITS 
THREE RouND-TABLE LUNCHEONS services. 
MEDICAL MOTION PICTURES 
SCIENTIFIC EXHIBITS 


SYMPOSIA (Organic diseases of the nervous system, psycho- 
All-Inclusive Registration Fee, $20.00 neuroses, psychosomatic disorders, mood disturb- 
sens ances, social adjustment problems, involutional 


reactions and selective psychotic and alcoholic 
The Postelinical Tour Around South America pete 
Leaving March 15, 1957 from New Orleans 


For information concerning the Assembly meet- Dr. Howarp R. Masters Dr. James Asa SHIELD 
ing and tour, write: Dr. Wem M. Tucker Dr. Georce S. Futtz, JR 


Dr. AMELIA G. Woop Dr. Ropert K. WILLIAMS 


Secretary, Room 103, 1430 Tulane Avenue 
New Orleans 12, Louisiana 
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trichomoniasis yields... 
because Tricofuron 


is effective 


during menstruation, 


the critical time 
for therapy. 


TRICOF 


Recurrences of trichomoniasis “are most likely 
to follow the menstrual period.”! 

“Over and over again today patients are seen 
with what is said to be an intractable, treatment- 
resistant Trichomonas infestation, but history- 
taking often reveals that such patients have never 
had treatment prescribed during any menstrual 
period.” 

Menstrual blood in the vagina “forms an ex- 
cellent medium for the rapid multiplication of T. 
vaginalis”’ and “lowers the acidity of the vagina 
and hence there is a tendency to recrudescence 
[of trichomoniasis] at that time.’ 

Tricofuron is powerfully trichomonacidal 
“even in the presence of vaginal debris and men- 
strual blood.” 


For 44 of 48 patients: lasting cure was obtained 
with a single course of Tricofuron therapy.’ 


Vaginal Suppositories—for home use—each morn- 
ing and night through one cycle, including the im- 
portant menstrual days. Contain 0.25% Furoxone® 
(brand of furazolidone) in a water-miscible base. 
Box of 12, each sealed in green foil. 


Vaginal Powder —for office use—applied by the 
physician at least once a week, except during men- 
struation. Contains 0.1% Furoxone in an acidic 
powder base of lactose, dextrose, citric acid and a 
silicate. Bottle of 30 Gm. 


References: 1. Bernstine, J. B., and Rakoff, A. E.: Vaginal Infections, 
Infestations and Discharges, New York, The Blakiston Company, Inc., 
1953, p. 235. 2. Overstreet, E. W.: Arizona M. 10:383, 1953. 
3. Schwartz, J.: Obst. Gyn., N. Y. 7:312, 1956. 4. Crossen, R. J.: 
Diseases of Women, St. Louis, The C. V. Mosby Company, 1953, p. 292. 


EATON LABORATORIES =) NORWICH, NEW YORK 


Nitrofurans—a new class of antimicrobials—neither antibiotics nor sulfonamides 
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CORNELL UNIVERSITY MEDICAL COLLEGE 


announces 
The Second Annual Postgraduate Course 
in 


THE TREATMENT OF FRACTURES AND OTHER TRAUMA 


at 
THE HOSPITAL FOR SPECIAL SURGERY 
NEW YORK HOSPITAL—CORNELL MEDICAL CENTER 


June 10-15, 1957 
in New York City 


This six-day course is given annually by members of 
the Cornell University Medical College faculty, serving 
on the staff of the Center hospitals. In addition to 
fractures and disiocations, the course will offer a com- 
prehensive review of the treatment of other traumatic 
conditions, including burns, shock, hand injuries, and 
trauma to abdomen, chest, and nervous system. 


Living accommodations will be available to a limited 

number of physicians and their wives in the Cornell 

Mediciul College Student Residence, Olin Hall. 
Tuition: $150.00 Enrollment Limited 


For further information write to: 


DR. PRESTON A. WADE 
Cornell University Medical College 
1300 York Avenue 
New York 21, New York 
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The American Board of Preventive Medicine recey. 
ly named Dr. Richard A. Sutter, St. Louis, Specialiy 
in Occupational Medicine. 

Dr. W. T. McNew, Carthage, was honored by the 
Hercules Powder Company at a meeting in November 
in recognition of his outstanding service as a company 
physician. 

Dr. Harold L. Gainey, Kansas City, was recently jp. 
stalled president of the Central Association of Obste. 
tricians and Gynecologists. 

Drs. William F. Utterman and Jerome J. Bredall, 
Perryville, were recently elected trustees of the Peny. 
ville Memorial Hospital. 


The American Society of Plastic and Reconstructive 
Surgery has elected Dr. Louis T. Byars, St. Louis, vice. 
president. 


Dr. Henry E. Oppenheimer, St. Louis, has been re 
elected as Governor of the American Diabetes Associa- 
tion for the State of Missouri. 

Dr. Edmund V. Cowdry of Washington University 
School of Medicine, St. Louis, recently received an 
award for outstanding work in gerontology from the 
Gerontological Research Foundation in St. Louis. 


NORTH CAROLINA 


Drs. Edward C. Curne, Jr., and John Gullick, of the 
University of North Carolina, were among the scientists 
elected to fellowships in the New York Academy of 
Sciences. 


» 
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Dr. Walter R. Benson, formerly of Louisville, Ken- 
tucky, has been appointed an assistant professor of 

thology at the University of North Carolina School 
of Medicine, Chapel Hill. 


OKLAHOMA 


The following have been added to the Deaconess 
Hospital Medical staff in Oklahoma City: Drs. Leonard 
R. Diehl, J. Floyd Moorman, Charles Abraham Royer, 
Frank Harrison McGregor and Harrell Chandler Dod- 
son, Jr. 

Dr. Bert F. Keltz, Oklahoma City, has been re- 
appointed Governor for the State of Oklahoma, Amer- 
ican Diabetes Association, Inc. 

Dr. L. J. Rahhal, Waleetka, has joined the staff of 
the Henryetta hospital. 

Dr. Jess Herrmann of the University of Oklahoma 
medical school has been elected president of the Amer- 
ican Academy of Neurological Surgery. 

Dr. Milford S. Ungerman, Tulsa, has been elected 
president of the Oklahoma Society of Neurologists 
and Psychiatrists and the Oklahoma District Branch 
of the American Psychiatric Association. 

Dr. Louis J. West has assumed his duties as full- 
time head of the department of psychiatry at the Uni- 
versity of Oklahoma School of Medicine, Oklahoma 


City. 
SOUTH CAROLINA 


Drs. Albert J. Baroody and Ernest Lee Wooten, 


Continued on page 90 
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in its completeness 


CITY VIEW 


SANITARIUM 


For the diagnosis and treatment of 


nervous and mental disorders, and 


addiction to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 


equivalent to 
USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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Columbia, were recently made Diplomates of the 
American Board of Obstetrics and Gynecology. 


The American Diabetes Association has appointed 
Dr. Robert Wilson of Charleston Governor for the 
State of South Carolina. 

Drs. Robert Bultman, Haynes Barre and A, yw. 
Howell, Sumter, were elected to the Board of Directoy 
of the South Carolina Division of the American Cancer 
Society for 1956-57. 

Dr. C. C. Horton of Pendleton succeeds Dr. 

R. Wilkerson, Greenville, as president of the Piedmont 
Post Graduate Clinical Assembly. 

Lt. Benjamin Lewis Barnett, Jr., Woodruff, U. § 
Naval Reserve, has been given a certificate of achieve. 
ment for “performance of outstanding service as a 
medical officer.” 

Dr. James Lauderdale Bryson has retired as director 
of the Fairfield County Health Department, a position 
he has held since 1928. 

Dr. J. H. Gressette, Orangeburg, was elected pres- 
dent of the South Carolina Society of Ophthalmology 
and Otolaryngology. 


TENNESSEE 


Dr. Roland D. Lamb, Nashville, was recently made 
a Fellow in the American College of Surgeons. Another 
doctor receiving this honor is Dr. C. Harwell Dabbs, 
Knoxville. 

William Albert Lewis Day was observed November 
11 in Pulaski in honor of Dr. William Albert Lewis 
who has been in practice 50 years and was honored 
for public service to the community. 

Dr. C. M. Clark, McMinnville, recently headed a 
fund drive for the Red Cross Blood Program in War- 
ren County. 

Dr. G. Conner Lyons has been elected Mayor of 
Surgoinsville. 

The Dresden Enterprise recently featured Dr. M. 
R. Beyer as “Man of the Week.” 

Newly elected officers of the Jesse Jones Hospital in 
Springfield are: Drs. John S. Freeman, president; Ken 
Mattox, vice-president; John M. Jackson, secretaty- 
treasurer. 

Dr. Cyril L. Comar, chief of biomedical research a 
the Medical Division of the Oak Ridge Institute of 
Nuclear Studies, was elected to honorary membership 
in the American Veterinary Medical Association at the 
93rd annual meeting of the organization. 

Dr. Roy J. Morton of the Oak Ridge National 
Laboratory has been made president-elect of the 
American Public Health Association. 


TEXAS 


Dr. Oscar Creech, Jr., Houston, has been named 
Professor of Surgery and Chairman of the Department 
of Surgery at Tulane University School of Medicine 

Dr. Truman G. Blocker, Galveston, was elected vice 
president of the American Association of Surgial 
Trauma at a recent meeting in Santa Barbara, Calit 
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Dr. Edmond K. Doak, Houston, has been reap- 
inted Governor for Texas of the American Diabetes 
Association. 

Dr. James A. Bethea has resigned as executive di- 
rector of the state hospital system, a position he has 
held since June, 1953. 

Dr. B. Tol Terrell, San Angelo, was chosen presi- 
dent-elect of the American Hospital Association at a 
recent meeting. 


lower blood pressure WITHOUT JOLT! 


VIRGINIA 


Dr. Harry Clark Bates, Jr., was named president- 
elect of the Medical Society of Virginia at its annual 
meeting in Roanoke, October 14-17. 

Dr. James M. MacMillan, Richmond, has been ap- 
pointed medical director of Reynolds Metal Company. 

Dr. John O. Boyd, Jr., Roanoke, has been elected 
president of the Roanoke Chapter of the Virginia 
Cancer Society. 

Dr. Rachel! Weems has been named full-time di- 


Continued on page 93 


CLASSIFIED ADVERTISEMENTS 


NOTICE—Will the resident in Virginia who contacted 
box GG in care of the Southern Medical Journal re- 
garding a preceptorship kindly do so again. 


ASSOCIATE DESIRED for EENT practice located in 
large southern medical center. State experience and 
training. Reply to box GG c/o SMJ. 


RADIUM FOR SALE—Formerly used by Gynecologist. 
85 mg. in seven platinum tubes. Contact DM c/o SMJ. 


FOR SALE—General practice and Surgery, well es- 
tablished. Will introduce. Large clientele. Very rea- 
sonable. Reply to Box 6302, Station H, Atlanta, 
Georgia. 


LOCATION WANTED — General Practitioner, 34 
years, would like location in Texas or Oklahoma or 
would consider other state. Has Texas and Oklahoma 
license. Can furnish excellent references. Contact AE 
c/o SMJ. 


WANTED—Two physicians to serve as General Prac- 
tice Residents until July 1, 1957 to replace two resi- 
dents called into military service. Salary $500 per 
month available until 7-1-57 at which time regular 
stipend of $400 per month applies. Accredited hos- 
pital and superior training program affiliated with 
Tulane School of Medicine. Please give school, grad- 
uate training, and military service when writing. Ad- 
dress inquiries to Paul C. Kiene, Superintendent, 


Lallie Kemp Charity Hospital, Independence, Louisi-’ 
ana. 


EENT RESIDENTS WANTED—EENT Hospital, 125 
beds, averages 35,000 out-patient visits annually, ade- 
quate supervision, instruction and surgery under 
board men. Basic Science Course in affiliation with 
Tulane University included. Cannot accept foreign 
residents. Apply at once: EENT Hospital, 145 Elk 
Place, New Orleans 12, Louisiana. 
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low priced 


ROYAL 
100 or 200 MA 


radiographic-fluoroscopic type 
tilt-table X-RAY UNIT 


with rotating anode tube 


The Mattern Royal 100 offers an un- 
usual dollar-for-dollar value which is 
particularly remarkable in the low-cost 


tilt table field. 
features are: 
ec control. 


@ Rotating anode tubes—need not be removed 
when changing position of table. Counterbal- 
anced 12” x 16” fluoroscopic screen and tube— 
travel in unison—raise, lower, or angle as de- 
sired. 

@ Hand tilt mechanism which permits use of 
table in either horizontal or vertical plane. 
Tube stand mounted separately on tracks, allow- 
ing greatest flexibility in positioning. 


Among its special 


letol +, +i, 


@ Bucky diaphragm on full-length track beneath 
table. Bucky tray has self-centering and locking 
device .. . takes cassettes up to 17” x 17”. 
See your local Mattern dealer, 
or write direct to us for infor- 
mation. 
Zz = MATTERN X-RAY 
S, 
OF 7444 West Wilson Avenue, 
manufacturers of Chicago 31, III. 
specialized | 
electronic equipment 
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When fats upset digestion, 
it’s time to step up 


the flow of bile 


Remington* says: “Bile is essential for the normal 
digestion of fats and the absorption of fatty acids. 
The presence of bile in the intestine is also neces- 
sary for opt:mal absorption of the fat-soluble 
vitmains.” 


CHOLOGESTIN is a reliable choleretic and chola- 
gogue. It is highly effective because it contains 
salicylated bile extract combined with pancreatin 
and sodium bicarbonate. 

CHOLOGESTIN is indicated for fat intolerance 
and other hepatic and biliary conditions where 
there is a deficient flow of bile. Dosage, 1 table- 
spoonful in cold water after meals. 


TABLOGESTIN, 3 tablets are equivalent to! 
tablespoonful of Chologestin. 


*Practice of Pharma 
lith ed., 1956, p. 704. 


F. H. STRONG COMPANY 
112 W. 42nd Street New York 36, N. Y. 


Please send me free sample of TABLOGESTIN together with 
literature on CHOLOGESTIN. 


SMJ-2 
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Continued from page 91 
rector of physical medicine and rehabilitation at the | UI S 
Woodrow Wilson Rehabilitation Center in Fishersville. 
She formerly served as part-time director while main- eB 


taining her practice. i ry ( 
VO 


Dr. E. G. Gill, Roanoke, was elected vice-president 
of the eye, ear, nose and throat section of the Inter- 
national College of Surgeons at its recent meeting in 
Chicago. 

WEST VIRGINIA 


Dr. Mary Virginia Gallagher, Charleston, was elected 
Chairman of the Division of Women Physicians of the 
Southern Medical Association at the annual meeting 
in Washington, D. C. in November. 

Dr. Guy R. Post of Parkersburg has been named a 
member of the Royal Society of Health of London, 
England. 

The American Diabetes Association has re-appointed 
Dr. George P. Heffner of Charleston Governor for 


West Virginia for 1956-57. effective 
Eleven West Virginia physicians have been named practical 
Fellows of the American College of Surgeons. They reer aa : ‘ 
are: Drs. Raboteau T. Wilder, Bluefield; Charles S. A specific immunizing antigen for prevention of 
Harrison and Bernard F. Kopanko, of Clarksburg; mumps in children and adults where indicated. Im- 
‘ Vernon E. Duckwall, Elkins; Claude $. Lawson, Jr., munizes for about one year. 
ston, and Robert J. Sidow, of Fairmont; James A. Heckman, nee 
Huntington; C. Truman Thompson, Morgantown; 
Eldon H. Pertz, Weston; Paul H. Cope, Wheeling; and 
p L. Lake Swigart, Williamson. PEARL RIVER. NEW YORK 


«|  Pluralizes Potency 4 Times! 


atty acids. 
meguress Katrasul combines 4 powerful sulfas in one 
fat-soluble palatable preparation. Provides broad spec- 
trum of activity 4 times as potent as any 
and chola- single sulfa. Toxicity and sensitization reac- 
t contains tions approach zero. 
pancreatin Formula includes Sulfadiazine, Sulfa- 
merazine, Sulfamethazine, Sulfacetamide 
otolerence —each notable for antibacterial action. 
ons where Use of only fractional dosage of each 
e, 1 table- sulfa results in greater solubility, virtual 
: elimination of crystalluria. 
ie Katrasul combats both gram positive and 
alent to 1 Now, 4 Clinically- gram negative bacilli. Effective against 
s both common microorganisms and specific 
Proven Sulfonamides 
ee Unite for Safe, Delightful coconut-custard flavor in- 
sw Superior Action vites patient acceptance. 


Supplied: gallons, pints, 4 oz. bottles 


together wit Kat rasu | also boitles of 100, 1000 tablets | 


sn CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 
Pacific Coest Branch 381 Eleventh St., San Francisco, Calif. 
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**A GOOD PRESENT DAY ALL-PURPOSE DIGITALIS...GITALIGIN 
«A PREPARATION WHICH HAS A WIDER MARGIN OF SAFETY...’’* 


VISUAL HEART CLINIC—NUMBER ONE OF A SERIES 


RHEUMATIC HEART DISEASE ¢ MITRAL STENOSIS AND INSUFFICIENCY 


ROENTGEN CONFIGURATION — Postero-anterior 


g pr of pulmonary art -ry segment. 


derate heart enlargement—right ventricular en- 


Taken from White Laboratories’ Technical Exhibit, American Medical Association 106th Annual Meeting, Chicago, June 11-15, 1966. 


Every year since 1950 when Batterman, et al., 
published the results of their study of 230 car- 
diac patients, clinical evidence has repeatedly 
confirmed the therapeutic advantages of 
GITALIGIN. 


For initial digitalization and maintenance, 


GITALIGIN has proved to be “the digitalis of 


choice” for these significant reasons: 


« Widest safety margin of any currently 
available digitalis glycoside (average ther- 
apeutic dose only 1/3 the toxic dose; in 
contrast, therapeutic doses of other prep- 
arations are approximately 2/3 toxic dose) 

(a) Uniform clinical potency 

(3) Moderate rate of dissipation 

(4) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GITALIGIN: 0.5 mg. of 
GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 0.5 mg. digoxin. 


(WHITE’S BRAND OF AMORPHOUS GITALIN) 


TABLETS—BOTTLES OF 30, 100, AND 1000 DROPS—30 CC. BOTTLES WITH DROPPER CALIBRATED 


FOR 0.05, 0.1, 0.2, 0.3, 0.4 AND 0.5 MG. 


INJECTION—S CC. AMPULS CQNTAINING 2.5 MG. (0.5 MG. PER CC.) OF GITALIGIN, PACKAGES OF 3 AND 12 AMPULS. 


White Laboratories, Inc. Kenilworth, New Jersey 


*EMRLICH, J.C.: ARIZONA MED. 12:239 (JUNE) 1955. 
BIBLIOGRAPHY FURNISHED ON REQUEST 
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maximum 


-guards against iron 


-new physiologic iron chelate for 
hematologic 
response — apoide interruption of 


‘ due to g.i. irritation 


poisoning from overdosage 


for the clinical and 
experimental proof, write for 
complete literature 


(Iron Choline Citrate*) 


chelated iron for effectiveness 
plus ‘‘built-in” tolerance and safety 


TABLETS —3 tablets supply 120 mg. of iron 
and 360 mg. of choline base. Adults: 1 or 2 
tablets t.i.d.: Children, 1 tablet t.i.d. 


SYRUP—6 teaspoonfuls supply 120 mg. of 
iron and 360 mg. of choline base. Adults: 2 
to 4 teaspoonfuls t.i.d.: Children, 2 tea- 
spoonfuls t.i.d. 


DROPS —Each cc. provides 16 mg. of iron 
and 48 mg. of choline base. M.D.R. for in- 
fants and children up to 6 years is 0.5 cc. 


Supplied: Tablets: Bottles of 100 and 1000; 
Syrup: Pints and gallons; Drops: 30-cc. 
dropper bottles. 


Shint 


Decatur, 


*U.S. Pat. 2,575,611 
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SYMPTOMATIC 
RELIEF ...PLUS! 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND 


ACHROCIDIN is particularly valuable in treating acute re- 
spiratory infections during epidemics or when questionable 
middle ear, pulmonary, nephritic, or rheumatic signs are 
present. 


ACHROCIDIN Offers early, potent therapy against such dis- 
Tablets abling complications as otitis media, sinusitis, bronchitis to 
which the patient may be highly vulnerable at this time. 
and Included in the comprehensive ACHROCIDIN formulation 
are the analgesic components recommended for prompt 
Syrup relief of common cold symptoms. 
Adult dosage for ACHROCIDIN Tablets and new, caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


Available on Prescription Only 
Each tablet contains: 


ACHROMYCIN® Caffeine 30 mg. 
Tetracycline 125mg.  Salicylamide 150 mg. 
Phenacetin 120 mg. Chlorothen Citrate 25 mg. 


LEDERLE LABORATORIES DIVISION. AMERICAN CYANAMID COMPANY 
PEARL RIVER. NEW YORK *Trademark 


ELI 


when infection strikes the respiratory tract... 


ILOTYCIN 


(Erythromycin, Lilly) 


provides singularly effective antibiotic therapy, because 


The usual adult dose is 
250 mg. every six hours. 


Available in specially 
coated tablets, pediatric 
suspension, drops, oint- 
ments, and I.V. ampoules. 


¢ Virtually all gram-positive organisms are in- 
herently sensitive 


e Allergic reactions following systemic therapy 
are rare 


¢ Bactericidal action kills susceptible organisms 


e Normal bacterial flora of the intestine is not 
appreciably disturbed 
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